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Major  Department:  Psychology 

The  present  research  effort  tested  the  applicability 
of  a model  of  preventative  health  behavior  (the  Health  Be- 
lief Model)  to  the  arena  of  contraceptive  decisionmaking. 
The  model  views  health  behavior  as  being  determined  by  the 
perceived  threat  of  disease,  the  degree  to  which  a health 
action  is  seen  as  reducing  susceptibility  and/or  severity 
to  disease,  and  the  presence  of  internal  and/or  external 
cues  to  prompt  individuals  to  take  action.  The  present  in- 
vestigation conceptualized  the  choice  of  a contraceptive  to 
prevent  pregnancy  as  a type  of  preventative  health  behav- 
ior, and  sought  to  determine  the  utility  of  the  Health  Be- 
lief Model  in  understanding  intentions  to  use  the  birth  con- 
trol pill. 
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The  model  views  the  reduction  of  susceptibility  and/or 
severity  as  the  only  benefit  associated  with  preventative 
health  behavior.  This  formulation,  as  well  as  two  revised 
models,  was  tested.  The  data  base  consisted  of  responses 
to  a survey  instrument  completed  by  93  Black  couples  living 
in  Gainesville,  Florida,  who  did  not  plan  to  have  a child 
in  the  next  year. 

Path  analysis  indicated  that  when  only  the  benefit  of 
efficacy  was  considered,  wives'  intentions  to  use  the  pill 
were  directly  impacted  only  by  their  own  perceptions  of  the 
threat  of  pregnancy  and  the  net  benefit  associated  with  the 
pill.  Perceived  spousal  beliefs  did  not  impact  on  intentions 
to  use  the  pill  in  this  model.  However,  when  multiple  bene- 
fits were  considered,  wives'  intentions  were  not  affected 
by  their  own  perceptions , but  were  affected  in  both  a direct 
and  indirect  manner  by  perceived  spousal  beliefs.  A nearly 
opposite  pattern  of  results  was  obtained  among  husbands. 

The  model  appears  to  have  potential  utility  in  under- 
standing contraceptive  intentions.  However,  the  low  level 
of  explanatory  power  exhibited  in  the  present  study  indicated 
that  the  Health  Belief  Model  at  the  present  time  is  seriously 
hampered  by  its  lack  of  precision  regarding  the  relationship 
between  the  components  of  the  model.  In  addition,  the 
results  also  suggest  that  the  model's  utility  in  the  arena 
of  contraceptive  decisionmaking  may  be  limited  to  populations 
who  perceive  the  occurrence  of  an  unplanned  pregnancy  as  a 
markedly  threatening  event. 
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CHAPTER  I 
INTRODUCTION 

The  purpose  of  the  present  research  is  to  test  the  ap- 
plicability of  the  Health  Belief  Model  to  the  arena  of  con- 
traceptive choice.  The  Health  Belief  Model  was  developed  by 
a group  of  public  health  researchers  (Hochbaum,  1958;  Kegeles, 
1963$;  Leventhal,  Hochbaum,  & Rosenstock,  1960;  and  Rosenstock, 
1960,  1966)  who  were  interested  in  developing  a model  of  pre- 
ventative health  behavior.  The  utility  of  the  model  has  been 
demonstrated  in  a number  of  studies  investigating  a variety 
of  health  behaviors,  including  acquisition  of  influenza  immu- 
nizations and  participation  in  screening  programs  for  tubercu- 
losis and  genetic  disorders.  The  present  research  conceptual- 
izes the  choice  of  a contraceptive  to  prevent  pregnancy  as  a 
type  of  preventative  health  behavior  and  seeks  to  determine 
the  utility  of  the  Health  Belief  Model  in  understanding  this 
phenomenon.  This  chapter  first  describes  the  Health  Belief 
Model  and  the  empirical  research  that  has  been  conducted  with 
it  in  the  area  of  public  health.  Since  the  focus  of  this  pro- 
posal is  on  the  applicability  of  this  model  to  contraceptive 
choice,  previous  research  conducted  on  contraceptive  choice 
will  also  be  reviewed.  Next,  problems  with  the  Health  Belief 
Model  as  it  was  originally  formulated  will  be  discussed,  and 
revisions  of  the  model  which  seek  to  overcome  some  of  these 


1 


2 


problems  will  be  proposed.  Finally,  predictions  concerning 
the  relative  utility  of  the  original  and  revised  models  for 
explaining  contraceptive  intentions  will  be  presented. 

Overview  of  the  Health  Belief  Model 
Theoretical  Formulation 

The  Health  Belief  Model  (Rosenstock,  1966,  1974)  is  a 
motivationally-based  model  of  deicionmaking  that  has  been 
used  to  explain  a wide  variety  of  preventative  health  behav- 
iors (Becker,  Haefner,  Kasl,  Kirscht,  Maiman,  & Rosenstock, 
1977).  Although  it  is  rooted  in  social  psychological  theory 
(notably  the  work  of  Lewin,  1935),  the  model  was  explicitly 
developed  by  public  health  researchers  to  explain  the  deci- 
sion to  engage  in  health  behavior,  defined  as  any  action 
taken  by  individual  who  perceive  themselves  to  be  healthy 
in  order  to  prevent  the  occurrence  of  disease  or  detect  it 
in  an  asymptomatic  stage  (Kasl  & Cobb,  1966). 

The  model  outlines  three  classes  of  variables  that  are 
important  to  the  prediction  of  health  behavior:  a state  of 

readiness  to  take  a specific  preventative  action,  the  per- 
ceived relative  effectiveness  of  alternative  actions  in  re- 
ducing the  threat  of  disease,  and  the  presence  of  internal 
and/or  external  cues  for  prompting  the  motivated  individual 
to  act. 

According  to  tne  model , readiness  to  engage  in  pre- 
ventative health  action  is  a motivational  state  which  must 
be  present  in  order  for  preventative  health  behavior  to  occur. 
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Readiness  for  action  is  a function  of  one's  subjective  es- 
timate of  susceptibility  to  a disease  and  the  perceived 
severity  of  the  consequences  associated  with  the  disease. 
Susceptibility  thus  refers  to  a subjective  estimate  of  risk; 
perceived  seriousness  may  be  judged  both  by  the  degree  of 
emotional  arousal  created  by  the  thought  of  (contracting  a 
disease)  as  well  as  by  the  kinds  of  difficulties  the  indi- 
vidual believes  (the  negative  health  condition)  will  create 
for  him  (Rosenstock,  1966,  p.  21).  Perceived  seriousness 
refers  to  both  somatic  and  social  consequences,  i.e.,  the 
effect  of  contracting  a disease  on  one's  job,  family  life, 
and  social  relations. 

An  individual's  state  of  readiness  provides  a force 
leading  to  the  performance  of  preventative  health  action 
(Rosenstock,  1966).  The  specific  path  of  action  that  is 
chosen  results  from  a consideration  of  alternative  behav- 
iors that  could  be  performed  to  reduce  the  perceived  threat 
of  disease.  Each  alternative  is  assessed  in  terms  of  ex- 
pected benefits  and  barriers.  Benefits  are  assessed  solely 
on  the  basis  of  the  relative  effectiveness  of  the  behaviors 
in  reducing  the  subjective  risk  of  contracting  the  disease, 
and/or  the  severity  of  the  disease  if  it  were  contracted. 

In  contrast,  the  relative  barriers  engendered  by  the  perfor- 
mance of  alternative  actions  are  assessed  on  a number  of 
different  dimensions,  such  as  the  extent  to  which  engaging 
in  the  preventative  health  action  is  seen  as  inconvenient, 
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expensive,  painful,  embarrassing,  etc.,  Rosenstock  (1966, 
1974)  explicitly  posits  an  additive  function  among  rewards 
and  costs  and  states  that  benefits  must  exceed  costs  in 
order  for  preventative  health  behavior  to  occur.  Thus,  it 
is  assumed  that  for  a set  of  alternative  preventative  health 
actions,  expectancies  concerning  benefits  and  barriers  vary; 
the  chosen  alternative  is  that  which  is  expected  to  have  the 
highest  perceived  benefit  and  the  lowest  perceived  cost. 
Subjective  expected  utility  models  of  decisionmaking  (e.g., 
Simon,  1957;  Townes,  Beach,  Campbell,  & Martin,  1977)  also 
focus  on  the  perceived  rewards  and  costs  associated  with  al- 
ternative behaviors.  In  these  models,  alternatives  are 
evaluated  on  the  basis  of  the  extent  to  which  they  are 
likely  to  lead  to  various  outcomes  and  the  perceived  value 
(subjective  expected  utility)  of  these  outcomes.  In  con- 
trast to  Rosenstock 's  formulation,  subjective  expected  util- 
ity theories  distinguish  between  satisficing  and  optimizing 
(Simon,  1957)  models  of  choice  among  alternatives.  Subjec- 
uive  expected  utility  models  have  been  successfully  applied 
to  the  area  of  birth  planning,  and  research  employing  these 
models  is  described  in  a later  section  of  this  chapter. 

In  addition  to  the  constructs  of  readiness  to  engage 
in  actxon  and  perceived  benefits  and  barriers,  the  presence 
of  a cue  to  action  is  posited  as  necessary  in  order  for  pre- 
ventative behavior  to  occur.  This  cue  can  be  internal  (e.g., 
the  experiencing  of  somatic  sensations),  social  (such  as 
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learning  that  a friend  has  contracted  the  disease) , or  en- 
vironmental (e.g.,  being  exposed  to  public  health  announce- 
ments). Rosenstock  (1966)  suggests  that  the  intensity  of 
the  cue  necessary  for  preventative  behavior  to  occur  varies 
inversely  with  the  psychological  state  of  readiness  for  ac- 
tion. Thus,  individuals  who  do  not  view  themselves  as 
highly  susceptible  to  a disease  and/or  do  not  view  the  di- 
sease as  serious  would  require  a rather  intense  cue  to 
prompt  them  to  engage  in  preventative  behavior;  conversely, 
those  who  are  moderately  threatened  by  the  disease'^would 
require  a less  intensive  cue  to  engage  in  preventative  ac- 
tion. This  notion  of  a cue  to  stimulate  overt  health  ac- 
tion is  similar  to  that  employed  by  Berkowitz  (1969)  in  his 
revision  of  the  frustration-aggression  hypothesis.  In  this 
model,  aversive  events  such  as  frustration  lead  to  a readi- 
ness to  engage  in  aggressive  behavior,  and  cues  in  the  envi- 
ronment instigate  the  overt  expression  of  aggression.  Al- 
though cues  can  trigger  aggressive  behavior,  their  presence 
is  not  necessary  for  aggression  to  occur.  In  contrast, 
Rosenstock  (1966)  suggests  that  cues  to  action  must  be  pres- 
ent in  order  for  preventative  health  action  to  occur.  As 
noted  in  the  forthcoming  section  that  describes  research 
conducted  with  the  Health  Belief  Model,  the  necessity  of  a 
cue  for  prompting  health  behavior  has  not  been  subjected  to 
empirical  test. 
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The  Health  Belief  Model  also  includes  a set  of  vari- 
ables which  reflect  the  influence  of  sociocultural  and  per- 
sonality variables  on  preventative  health  behavior.  These 
variables  are  described  as  "demographic  factors"  (e.g.,  age, 
sex,  race,  ethnicity),  "sociopsychologic  factors"  (e.g., 
personality,  social  class,  reference  group  pressure),  and 
structural  variables"  (e.g.,  knowledge  about  the  disease, 
prior  experience  with  the  disease)  (Rosenstock,  1974). 

These  variables  are  posited  to  affect  the  likelihood  of  tak- 
ing preventative  health  action  indirectly,  via  their  influ- 
ence on  perceived  susceptibility  and  severity,  and/or  per- 
ceived benefits  and  barriers. 

Representative  Research  Employing  the  Health  Belief 

Model 

The  Health  Belief  Model  has  been  tested  in  numerous 
prospective  and  retrospective  studies,  and  the  explanatory 
or  predictive  significance  of  several  variables  in  the 
framework  has  been  demonstrated  (see  Becker  & Maiman,  1975; 
Rosenstock,  1974). 

Several  studies  have  obtained  a positive  relationship 
between  perceived  susceptibility  to  disease  and  preventative 
health  behavior.  This  relationship  has  been  obtained  for 
participation  in  screening  programs  for  the  detection  of 
tuberculosis  (Hochbaum,  1956) , breast  cancer  (Fink,  1968) , 
cervical  cancer  (Kegeles,  1969)  and  heart  disease  (Haefner 
<5:  Kirscht,  1970),  as  well  as  for  compliance  with 
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recommendations  for  polio  immunizations  (Glasser,  1958; 
Merrill  et  al.,  1958;  Rosenstock,  Derryberry,  & Carriger, 
1959). 

The  perceived  benefits  of  taking  action  have  also  been 
shown  to  be  positively  related  to  preventative  health  be- 
havior. Kegeles  (1969)  found  that  women  were  more  likely 
to  participate  in  a screening  program  for  cervical  cancer 
when  they  believed  that  the  test  could  actually  detect  can- 
cer while  it  was  still  at  an  asymptomatic  stage  and  that 
early  detection  led  to  a more  favorable  prognosis.  Similar 
findings  have  been  obtained  between  the  perceived  efficacy 
of  health  action  and  participation  in  screening  programs  for 
tuberculosis  (Hochbaum,  1958),  genetic  disorders  (Becker, 
Kaback,  Rosenstock,  & Ruth,  1975),  obtaining  immunizations 
for  polio  (Clausen,  Seidenfeld,  & Deasy,  1954)  and  making 
preventatively-oriented  dental  visits  (Kegeles,  1963a;  Tash, 
0 Shea,  & Cohen,  1969) . In  addition,  perceived  barriers  to 
action  have  been  shown  to  be  inversely  related  to  preventa- 
tive health  behavior.  For  example,  Kegeles  (1963a,  1963b) 
and  Tash  et  al.  (1969)  found  that  fear  of  discomfort  and  con- 
cern about  the  expensiveness  of  visits  decreased  the  likeli- 
hood of  obtaining  preventative  care.  Becker  et  al.  (1975) 
found  that  participants  in  a genetic  screening  program 
viewed  the  program  as  having  greater  benefits  and  less  costs 
than  non-participants.  Research  conducted  by  Kegeles  (1963a, 
1963b),  Becker  et  al.  (1975)  and  others  '.is  discussed  below 
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in  greater  detail,  as  these  studies  are  illustrative  of 
some  of  the  more  interesting  findings  that  have  been  ob- 
tained when  the  relationship  of  preventative  health  behav- 
ior and  the  combination  of  health  beliefs  (perceived  sus- 
ceptibility, severity,  and  benefits)  is  examined. 

An  early  retrospective  study  of  the  Health  Belief 
Model  (Kegeles , 1963a)  assessed  perceptions  of  susceptibil- 
ity to  dental  problems,  the  seriousness  of  dental  disease, 
and  benefits  of  and  barriers  to  making  preventative  dental 
visits  among  members  of  a prepaid  group  insurance  plan.  The 
criterion  was  whether  respondents  had  made  preventative  den- 
tal visits  in  the  preceding  three  years.  Perceptions  of 
susceptibility,  seriousness,  and  benefits  of  care  were  each 
found  to  be  positively  related  to  preventative  visits,  and 
perceived  barriers  were  found  to  be  negatively  related  to 
visits.  Kegeles  also  found  that  persons  who  had  high  lev- 
els of  susceptibility,  seriousness,  and  benefits  were  sig- 
nificantly more  likely  to  make  preventatively-oriented  vis- 
its than  those  with  low  scores  on  all  three  variables,  with 
visits  by  those  with  moderate  levels  falling  intermediately. 
This  finding  suggests  that  each  of  these  variables  exerts  a 
linear,  additive  influence  on  preventative  health  behavior. 
However,  tests  of  interaction  among  the  variables  were  not 
conducted  in  this  study. 

In  a follow-up  prospective  study  (Kegeles,  1963b),  per- 
ceptions measured  at  the  time  of  the  original  study  (Kegeles, 
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1963a)  were  correlated  with  the  dental  behavior  of  respon- 
dents for  the  three  years  subsequent  to  their  initial  inter- 
view. Correlations  of  each  variable  with  dental  behavior 
revealed  a significant  inverse  relationship  for  perceived 
barriers,  but  no  significant  relationship  between  dental  be- 
havior and  susceptibility,  seriousness,  or  perceived  bene- 
fits. However,  an  interaction  of  perceived  benefits  and 
susceptibility  was  obtained.  This  interaction  revealed 
that  persons  were  most  likely  to  make  preventative  visits 
when  they  felt  highly  susceptible  to  dental  problems  and 
believed  in  the  benefits  of  dental  care;  conversely,  those 
who  felt  highly  susceptible  but  did  not  believe  in  the  bene- 
fits of  care  were  least  likely  to  make  preventative  visits. 

In  an  experimental  study  of  the  constructs  described 
by  the  Health  Belief  Model,  Rogers  and  Mewborn  (1976)  exam- 
ined the  effects  of  the  noxiousness  of  a threatened  event, 
its  probability  of  occurrence,  and  the  efficacy  of  recom- 
mended preventative  actions  on  behavioral  intentions  to  en- 
gage  in  preventative  or  curative  behavior.  College  students 
were  presented  with  one  of  three  movies  that  depicted  the 
consequences  of  smoking,  dangerous  driving  habits,  and  vene- 
real disease.  The  low-noxiousness  conditions  of  the  smok- 
ing j-ilm  depicted  an  interview  with  a man  with  lung  cancer; 
the  high  noxiousness  condition  included  the  interview  plus 
a presentation  of  the  surgery  performed  in  removing  the 
lung.  The  movie  on  driving  depicted  collisions  with  either 
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mannequins  seated  in  the  cars  or  the  aftermath  of  fatal 
collisions  involving  humans  for  the  low  and  high  noxious- 
ness conditions,  respectively.  The  film  on  venereal  di- 
sease presented  the  laboratory  procedure  involved  in  detect- 
ing venereal  disease  in  the  low  noxiousness  condition  and 
the  surgical  procedures  for  removing  diseased  tissues  from 
reproductive  organs  in  the  high-noxiousness  condition.  Af- 
ter viewing  the  movie,  subjects  read  an  essay  which  argued 
that  their  chances  of  being  exposed  to  the  threatening  event 
were  either  high  or  low;  subjects  then  read  another  communi- 
cation which  stressed  that  the  recommended  measures  for 
avoiding  the  threatening  event  were  either  extremely  or  min- 
imally efficacious.  Dependent  measures  included  perceptions 
of  susceptibility  to  and  severity  of  the  threatened  event, 
the  perceived  efficacy  of  the  recommended  measures,  and  in- 
tentions to  comply  with  these  recommendations.  An  interac- 
tion of  efficacy  and  probability  was  obtained  for  the  smok- 
ing experiment  only.  Smokers  who  believed  that  quitting 
smoking  was  a highly  beneficial  means  of  avoiding  lung  can- 
cer were  more  likely  to  report  they  intended  to  quit  when 
their  perceived  susceptibility  to  cancer  was  high,  rather 
than  low.  In  contrast,  smokers  who  believed  that  quitting 
did  not  significantly  alter  their  chances  of  getting  lung 
cancer  were  less  likely  to  report  an  intention  to  quit  when 
their  perceived  susceptibility  was  high,  compared  to  low. 
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In  fact,  smokers  with  high  perceived  susceptibility  and  low 
perceived  efficacy  reported  an  intention  to  increase  the 
number  of  cigarettes  smoked  daily. 

Rogers  and  Mewborn  (1976)  also  obtained  an  interaction 
of  noxiousness  and  efficacy  for  venereal  disease  study. 
Subjects  who  believed  that  penicillin  was  a highly  effica- 
cious treatment  were  more  likely  to  report  they  would  seek 
such  treatment  when  the  noxiousness  of  contracting  the  dis- 
ease was  high,  as  compared  to  low.  On  the  other  hand,  sub- 
jects who  believed  that  penicillin  was  not  helpful  reported 
a low  likelihood  of  obtaining  treatment,  regardless  of  the 
level  of  noxiousness  of  the  disease. 

The  results  of  this  study  suggest  that  perceived  effi- 
cacy has  differential  effects  on  preventative  health  behav- 
ior as  a function  of  its  interaction  with  perceived  suscep- 
tibility and  severity.  When  perceived  severity  is  high,  an 
increase  in  efficacy  increases  the  likelihood  of  preventa- 
tive health  behavior,  while  a decrease  in  efficacy  has  no 
effect  on  preventative  health  behavior. 

A study  by  Becker  et  al.  (1975)  employed  the  Health 
Belief  Model  to  explain  participation  in  a genetic  screen- 
ing  program  for  the  Tay-Sachs  trait.  Approximately  two 
months  prior  to  the  initiative  of  the  screening  program,  in- 
formation about  the  program  and  Tay-Sachs  disease  was  pre- 
sented to  members  of  the  Jewish  population  in  a large  met- 
ropolitan area.  At  the  time  of  screening,  participants 
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completed  a questionnaire  containing  items  which  tapped  the 
constructs  of  the  Health  Belief  Model.  Responses  to  the 
same  questionnaire  were  also  obtained  from  members  of  the 
population  who  had  received  information  about  the  program 
but  had  not  participated  in  it.  Perceived  susceptibility 
was  operationalized  as  the  likelihood  that  the  respondent 
could  carry  the  gene  and  transmit  it  to  offspring;  percep- 
tions of  severity  were  assessed  by  an  item  that  tapped  how 
the  discovery  of  either  or  both  spouses  being  a carrier 
would  impact  on  plans  for  future  children.  An  evaluation 
of  the  value  of  being  screened  as  a potential  carrier  com- 
prised the  measure  of  perceived  benefits  of  participation; 
perceived  barriers  were  assessed  by  respondents'  evaluation 
of  the  costs  of  being  a carrier,  including  attitudes  toward 
abortion  and  knowledge  about  amniocentesis.  Becker  et  al. 
also  modified  the  Health  Belief  Model  by  including  the  con- 
struct of  a "health  motive"  that  was  operationalized  via 
measurement  of  respondents ' fertility  intentions  and  typ- 
ical health  behavior. 

An.  inverse  relationship  was  obtained  between  severity 
and  participation.  Those  individuals  who  believed  that  the 
identification  of  one  or  both  spouses  as  a carrier  would 
have  a highly  disruptive,  versus  minimal,  impact  on  future 
fertility  intentions  were  less  likely  to  participate  in  the 
program  and  thus  learn  of  their  carrier  status.  In  addi- 
tion, persons  who  desired  future  children 


were  more  likely 
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to  participate  when  they  believed  their  chances  of  being 
a carrier  were  moderate,  as  opposed  to  low.  In  contrast, 
those  with  negative  fertility  intentions  were  more  likely 
to  participate  when  their  perceived  susceptibility  was 
high.  Thus,  regardless  of  their  fertility  intentions,  par- 
ticipants were  more  likely  to  participate  when  they  be- 
lieved they  were  moderately  or  highly  susceptible  to  being 
a carrier. 

Becker  et  al.  (1975)  also  provided  evidence  to  suggest 
that  participants  perceived  greater  benefits  and  less  costs 
of  screening  than  non-participants . Participants  reported 
that  in  the  event  one  or  both  spouses  were  found  to  be  a car- 
rier, they  would  not  alter  their  plans  to  have  future  chil- 
dren, but  would  instead  plan  on  having  an  amniocentesis  per- 
formed. In  contrast,  non-participants  were  more  likely  to 
report  that  a positive  carrier  status  would  disrupt  future 
plans  to  have  children.  Thus,  participants  appeared  to 
v4.ew  genetic  screening  as  a benefit,  because  it  would  deter- 
mine their  carrier  status  without  disrupting  their  fertil- 
ity intentions.  Non-participants  appeared  to  be  less  knowl- 
edgeable about  alternative  courses  of  action  available  to 
them  in  the  event  of  positive  carrier  status,  and  thus  ap- 
pear to  have  viewed  screening  as  a potentially  disruptive 
event.  Hence,  it  appears  that  the  decision  to  participate 
in  the  program  was  based  not  on  accurate  information  about 
the  utility  screening,  but  rather,  on  individuals'  percep- 
tions about  the  benefits  and  costs  of  screening. 
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As  noted  earlier,  most  research  conducted  with  the 
Health  Belief  Model  has  demonstrated  that  perceptions  of 
susceptibility  and  of  the  rewards  and  costs  of  action  are 
useful  constructs  for  explaining  the  decision  to  engage  in 
preventaitve  health  behavior  (e.g.,  Rosenstock,  Derryberry 
& Carriger,  1969;  Glasser,  1958;  Haefner  & Kirscht,  1970; 
Hochbaum,  1958;  Kegeles , 1963a,  1963b).  The  effect  of 
perceived  severity  on  preventative  health  behavior  is 
less  clear.  Becker  et  al.  (1975)  found  an  inverse  relation- 
ship between  the  perceived  seriousness'*'  of  learning  one  had 
a genetic  disorder  and  participation  in  screening  programs. 
An  inverse  relationship  between  severity  and  pregentative 
health  behavior  has  also  been  obtained  by  others  in  the 
areas  of  participation  in  tuberculosis  screening  (Hochbaum, 
1958),  delay  in  seeking  diagnosis  for  suspected  cancer 
(Blackwell,  1963),  and  toothbrushing  following  exposure  to 
fear-arousing  appeals  (Janis  & Feshbach,  1953).  On  the 
other  hand,  Kegeles  (1963a)  found  that  perceived  serious- 
ness of  dental  disease  was  either  positively  related  to  pre- 
ventatively-oriented  dental  visits,  or  not  related  to  vis- 
its (Kegeles,  1963b).  Rogers  and  Newborn  found  that  when 
perceptions  of  treatment  efficacy  were  low,  intention  to 


Throughout  this  text,  perceived  severity  and  perceived  se- 
riousness are  terms  which  are  used  in  an  interchangeable 
fashion.  The  present  author  views  these  terms  as  synonymous. 
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seek  treatment  for  venereal  disease  was  not  affected  by 
perceived  severity.  Several  studies  of  participation  in 
screening  programs  (Haefner  & Kirscht,  1970;  Kirscht  et  al., 
1966)  and  the  acceptance  of  immunizations  (Radelfinger , 

1965)  have  also  failed  to  reveal  a significant  relationship 
between  perceived  severity  and  these  behaviors.  Janis  and 
Feshbach  (1953)  and  others  (Becker  et  al.,  1975;  Rosenstock, 
1974)  have  suggested  that  some  optimum  level  of  perceived 
severity  is  motivationally  arousing,  while  levels  lower  or 
higher  than  this  optimum  state  are  either  insufficiently 
motivating  or  cause  so  much  anxiety  that  persons  engage  in 
defensive  avoidance  behavior.  While  this  notion  is  intui- 
tively appealing  and  has  a basis  in  animal  learning  re- 
search (Yerkes  & Dodson,  1908)  and  in  research  on  learned 
helplessness  (Seligman,  1975),  a review  of  the  literature 
indicates  there  is  insufficient  evidence  to  support  it  (see 
Leventhal , 1970).  Thus,  the  relationship  between  perceived 
severity  and  preventative  health  behavior  appears  to  be  un- 
resolved at  this  point  in  time. 

As  noted  earlier,  the  Health  Belief  Model  also  includes 
a set  of  variables  which  reflect  the  influence  of  sociocul- 
tural and  personality  variables  on  preventative  health  be- 
• These  variables  are  described  as  "demographic  fac- 
tors" (e.g.,  age,  sex,  race,  ethnicity),  "sociopsychologic 
variables  (e.g.,  personality,  social  class,  reference  group 
pressure),  and  structural  variables"  (e.g.,  knowledge  about 
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the  disease,  prior  experience  with  the  disease)  (Rosenstock, 
1974) . These  variables  are  posited  to  affect  the  likeli- 
hood of  taking  preventative  health  action  indirectly,  via 
their  influence  on  perceived  susceptibility  and  severity 
and/or  perceived  benefits  and  barriers. 

A few  studies  have  sought  to  determine  the  direct  and 
indirect  impact  of  demographic  and  sociopsychologic  vari- 
ables on  preventative  health  behavior.  For  example,  Bul- 
lough  (1972)  interviewed  low- income  mothers  who  had  re- 
cently given  birth.  Income  was  found  to  be  highly  corre- 
lated with  several  indices  of  preventative  health  behavior, 
including  participation  in  prenatal  care  programs,  family 
dental  care,  obtaining  immunizations  for  their  children, 
the  percentage  of  planned  pregnancies,  and  whether  the  most 
recent  pregnancy  had  been  planned.  A direct  relationship 
was  also  obtained  among  these  behaviors  and  education.  In 
addition,  significant  inverse  relationships  were  obtained 
between  attitudinal  measures  of  perceived  powerlessness, 
hopelessness,  and  social  isolation,  and  the  planning  status 
of  the  most  recent  pregnancy.  When  level  of  income  was  con- 
trolled, the  relationship  between  powerlessness  and  planning 
status  was  retained.  These  findings  suggest  that  socioeco- 
nomic status  has  both  direct  and  indirect  effects  on  pre- 
ventative health  behavior. 

Langlie  (1977)  employed  multiple  regression  analysis 
to  explore  the  direct  and  indirect  effects  of  social  network 
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variables  (e.g.,  socioeconomic  status,  the  frequency  of  kin 
and  non-kin  interaction)  and  variables  described  by  the 
Health  Belief  Model  on  preventative  health  behavior.  Sur- 
vey respondents  in  this  study  indicated  the  frequency  with 
which  they  engaged  in  a variety  of  preventative  health  be- 
haviors. Factor  analysis  of  these  behaviors  resulted  in 
the  identification  of  two  dimensions  of  preventative  health, 
labeled  direct  risk  (e.g.,  smoking,  driving  and  pedestrian 
behavior)  and  indirect  risk  (e.g.,  obtaining  immunizations 
and  preventative  dental  care) . The  results  indicated  that 
social  group  and  social-psychological  characteristics  ex- 
erted both  independent,  as  well  as  joint  effects,  on  indi- 
rect risk  behavior.  In  contrast,  direct  risk  behavior  was 
not  appreciably  impacted  by  these  variables  and  was  in- 
stead found  to  be  a function  of  the  demographic  character- 
istics of  age  and  sex. 

Strictly  speaking,  the  Health  Belief  Model  was  devel- 
oped to  explain  preventative  health  behavior.  As  noted, 
its  utility  has  been  confirmed  in  this  regard.  The  present 
proposal  seeks  to  test  the  applicability  of  the  Health  Be- 
lief Model  to  the  arena  of  contraceptive  choice.  Although 
the  model  has  not  been  previously  applied  to  the  area  of 
contraceptive  choice,  there  are  nonetheless  parallels  be- 
tween the  decision  to  utilize  a particular  birth  planning 
method  and  the  decision  to  engage  in  preventative  health 
behavior.  Both  kinds  of  decisions  presumably  involve 
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subjective  estimates  of  risk  to  an  undesirable  outcome 

("disease" in  the  formal  model;  "pregnancy"  in  the  present 
2 

research) , the  meaning  that  the  outcome  has  for  the  indi- 
vidual (i.e.,  the  perceived  severity  of  the  consequences 
associated  with  an  unplanned  pregnancy) , and  the  perception 
that  engaging  in  a preventative  health  action  (using  a par- 
ticular contraceptive)  will  facilitate  avoidance  of  this 
undesirable  outcome.  Before  delineating  specific  operation- 
alizations of  the  variables  in  the  Health  Belief  Model  as 
they  apply  to  the  study  of  the  contraceptive  choice,  pre- 
vious research  on  birth  planning  and  contraceptive  choice 
will  be  reviewed. 

/ 

Research  on  Birth  Planning  and 
Contraceptive  Choice 

The  study  of  differential  fertility  intentions  and 
contraceptive  choice  spans  across  a number  of  disciplines, 
including  demography,  sociology,  and  psychology.  Whereas 
demographers  have  studied  issues  such  as  the  relationship 
fertility  intentions  to  migration,  sociologists  and  psy- 
chologists have  focused  on  the  dynamics  of  the  marital 


Clearly,  pregnancy  is  not  always  a negative  outcome.  Thus 
the  potential  applicability  of  the  Health  Belief  Model  to 
the  study  of  contraceptive  choice  is  limited  to  those  sit- 
uations where  respondents  currently  desire  to  avoid  preg- 
nancy . 
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relationship  and  their  impact  on  fertility  intentions  and 
contraceptive  use  (e.g.,  Haas,  1974;  Rainwater,  1965).  Most 
of  the  research  conducted  by  psychologists  has  focused  on 
the  attitudinal  determinants  of  fertility  intentions  and 
contraceptive  choice.  For  example,  Townes,  Beach,  Campbell 
and  Martin  (1977)  assessed  the  subjective  expected  utility 
of  having  a child  and  of  not  having  a child  among  married 
couples.  Respondents  rated  the  relative  importance  on  a 
number  of  outcomes  associated  with  having  a child  and  indi- 
cated the  probability  that  these  outcomes  would  be  obtained 
by  having  or  not  having  a child  in  the  next  two  years.  At 
the  time  of  a one-year  follow-up,  it  was  found  that  respon- 
dents who  had  initially  indicated  a greater  subjective  ex- 
pected utility  associated  with  having  a child  were  signif- 
icantly more  likely  to  have  either  conceived  or  report  they 
were  trying  to  conceive,  compared  to  those  who  initially  in- 
dicated a greater  subjected  expected  utility  associated  with 
not  having  a child.  While  all  couples  placed  a positive 
value  on  children,  those  with  negative  fertility  intentions 
believed  that  having  a child  would  have  an  adverse  impact  on 
personal  goals  (e.g.,  career  opportunities)  and  relation- 
ships with  parents  and  friends. 

Insko , Blake,  Cialdini  and  Mulaik  (1970)  assessed  the 
perceived  advantages  and  disadvantages  of  using  birth  con- 
trol among  lower- income  women  who  were  either  currently  us- 
ing or  not  using  a birth  planning  method.  Compared  to 


20 


non-users,  users  of  birth  control  were  more  likely  to  be- 
lieve that  birth  control  is  an  effective  means  of  controll- 
ing family  size  and  that  birth  control  usage  facilitates 
the  attainment  of  middle  class  values  and  a higher  standard 
of  living.  Users  were  also  less  likely  to  believe  that 
birth  control  interferes  with  the  attainment  of  a happy  fam- 
ily and  has  a negative  impact  on  one's  masculinity  or  fem- 
ininity. 

Several  studies  have  found  Fishbein's  (1967;  Fishbein 
& Ajzen,  1975)  expectancy-value  theory  useful  to  the  under- 
standing of  fertility  intentions  and  contraceptive  choice 
behavior.  The  theory  states  that  intentions  to  engage  in 
behavior  are  determined  by  individuals'  personal  attitudes, 
their  beliefs  about  what  important  referents  think  they 
should  do,  and  their  motivation  to  comply  with  these  ref- 
erents. Personal  attitudes  are  viewed  as  a function  of 
salient  beliefs  about  attributes  and  consequences  associ- 
ated with  the  performance  of  behavior  (expectancies)  and 
the  evaluation  of  these  attributes  and  outcomes  (values). 
Davidson  and  Jaccard's  (1979)  prospective  investigation  em- 
ployed Fishbein's  expectancy-value  theory  to  study  women's 
intentions  and  actual  behavior  with  respect  to  having  a 
child  or  using  oral  contraceptives  during  the  next  two  years. 
Significant  multiple  correlations  were  obtained  between  the 
attitudinal  and  normative  components  of  the  model  and  cri- 
terion behaviors  (r's  = .51  and  .61  for  birth  and 
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contraceptives,  respectively),  suggesting  that  attitudes 
play  an  important  role  in  birth  planning  behavior  (cf. 

^^'^^■in > 1965)  . This  relationship  was,  however,  attenuated 
by  time. 

Jaccard  and  Davidson  (1972)  also  employed  Fishbein's 
expectancy-value  theory  to  the  study  of  intentions  to  use 
oral  contraceptives  among  a sample  of  college  women.  A 
significant  multiple  correlation  (r  = .84)  was  obtained 
between  the  attitudinal  and  normative  components  of  the 
model  and  behavioral  intentions.  In  general,  those  attri- 
butes and  outcomes  of  contraceptive  usage  that  were  favor- 
ably evaluated  pertained  to  contraceptives  which  were  ef- 
fective, convenient,  assured  control  over  the  timing  and 
spacing  of  births,  and  increased  sexual  pleasure.  Contra- 
ceptives which  led  to  side-effects,  guilt  feelings,  or  which 
resulted  in  children  being  bom  with  birth  defects  were  un- 
favorably evaluated.  Evaluations  of  several  consequences 
associated  with  contraceptive  usage  were  found  to  differ 
among  intended  users  and  non-users  of  the  pill,  with  in- 
tended users  placing  greater  value  on  a contraceptive  that 
is  convenient,  enables  them  to  regulate  family  size,  and 
increases  sexual  pleasure.  Beliefs  about  the  pill  also  dif- 
fered among  the  two  groups,  with  intended  users  believing 
to  a lesser  extent  that  this  method  was  unreliable,  or  that 
using  the  pill  would  lead  to  major  side-effects,  guilt  feel- 
ings, and  birth  defects  in  children. 
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Smetana  and  Adler  (1979)  applied  Fishbein  and  Aj zen's 
(1975)  expectancy-value  theory  to  the  study  of  the  decision 
to  have  an  abortion  or  give  birth  to  a child  among  pregnant 
women.  Compared  to  women  who  continued  the  pregnancy, 
those  electing  abortion  were  more  likely  to  believe  that 

birth  led  to  negative  consequences  (e.g. , a restric- 
tion of  personal  freedom) , were  less  likely  to  associate 
birth  with  positive  outcomes  (e.g.,  the  emotional  well-be- 
ing  that  can  result  from  having  a child) , and  were  more 
likely  to  stress  the  advantages  of  having  an  abortion  (e.g., 
improved  control  over  family  planning) . 

Cohen,  Severy  and  Ahtola  (1978)  applied  Fishbein' s ap- 
proach to  the  study  of  attitudes  toward  five  birth  planning 
methods  among  men  and  women.  The  model  was  found  to  be  sig- 
nificantly related  to  intentions  to  use  each  method  (median 
r = .57).  The  authors  presented  evidence  which  suggested 
that  various  outcomes  of  contraceptive  usage  are  differen- 
tially relevant  to  individuals  for  their  evaluations  of 
each  method  (e.g.,  changes  in  mood  were  relevant  to  atti- 
tudes toward  the  use  of  oral  contraceptives,  but  not  to  at- 
titudes toward  other  methods) . 

A recent  investigation  by  Severy  (1982)  assessed  per- 
ceptions of  several  contraceptives  among  married  couples. 
Respondents  articulated  their  own  values,  beliefs,  and  in- 
tentions associated  with  the  usage  of  different  birth  plan- 
ning methods.  Respondents  also  indicated  their 


perceptions 
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of  the  beliefs,  values,  and  intentions  held  by  their  spouse. 
The  results  indicated  that  individuals'  perceptions  of 
spousal  attitudes  and  intentions  were  often  inaccurate. 
However,  these  misperceptions  were  often  a significant  in- 
f luence  on  individuals'  contraceptive  choice.  Severy  also 
examined  the  role  of  alternative  contraceptives  in  the  de- 
termination of  contraceptive  choice.  He  demonstrated  that 
the  decision  to  use  a specific  method  is  guided  by  both  the 
perceived  attributes  of  that  method  as  well  as  the  perceived 
attributes  of  other  methods. 

Thus,  a number  of  studies  have  demonstrated  that  an 
assessment  of  the  perceived  advantages  and  disadvantages 

in  behavior  is  useful  for  understanding  varia- 
tion in  fertility  intentions  and  contraceptive  choice  be- 
havior. Moreover,  these  studies  indicate  that  when  making 
decisions  regarding  having  a child  and  the  choice  of  a par- 
ticular contraceptive,  individuals  consider  a number  of  out- 
comes that  are  associated  with  a given  action.  The  rela- 
tionship of  these  outcomes  to  the  Health  Belief  Model  is 
discussed  in  the  following  section. 

Critique  of  the  Health  Belief  Model 
and  a Proposed  Revision 

Despite  the  demonstrated  utility  of  the  Health  Belief 
Model,  there  are  difficulties  with  the  model  as  it  has  been 
conceptualized  and  tested. 
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One  conceptual  problem  with  the  model  is  its  limited 
view  of  barriers  and  benefits.  With  respect  to  benefits, 
the  model  assumes  that  the  sole  reward  for  engaging  in  pre- 
ventative health  behavior  is  to  avoid  a specific  negative 
outcome,  namely,  the  perceived  threat  of  disease.  It  is 
likely  that  people  engage  in  preventative  health  behavior 
not  only  because  such  action  reduces  the  perceived  threat 
of  disease,  but  because  it  enables  them  to  avoid  other  neg- 
ative outcomes  and/or  achieve  other  positive  outcomes  that 
are  inextricably  tied  to  preventative  health  action.  Thus, 
a person  might  very  well  start  a jogging  program  or  quit 
smoking  not  only  because  such  behavior  is  perceived  to  re- 
duce the  threat  of  disease,  but  also  because  it  reduces  the 
likelihood  that  other  negative  consequences  will  occur  (e.g 
the  spouse  will  stop  nagging)  and/or  it  is  rewarding  for 
other  reasons  (e.g.,  an  enhanced  self-image,  social  ap- 
proval from  peers) . In  the  context  of  contraceptive  deci- 
sionmaking, individuals  may  choose  to  use  a particular  con- 
traceptive not  only  because  it  reduces  the  likelihood  of 
pregnancy,  but  because  it  also  enables  them  to  avoid  side 
effects  or  decreased  sexual  pleasure  or  because  it  enables 
them  to  remain  fecund. 

Interestingly,  the  construct  of  perceived  severity 
recognizes  that  the  meaning  of  disease  is  tied  not  only  to 
organic  consequences,  but  social  consequences  as  well  (e.g., 
impact  on  job  and  family).  However,  while  the  seriousness 
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of  these  negative  outcomes  is  assumed  to  play  a role  in 
motivating  the  individual  toward  preventative  health  action, 
no  distinct  role  has  been  given  to  the  avoidance  of  these 
outcomes  in  the  model ' s formulation  of  perceived  benefits . 

The  barriers  construct  of  the  model  is  also  somewhat 
limited,  as  it  refers  only  to  those  difficulties  that  indi- 
viduals associate  with  the  undertaking  of  preventative 
health  action.  In  its  application  to  contraceptive  choice, 
this  construct  refers  to  beliefs  that  associate  the  use  of 
a method  with  the  attainment  of  undesirable  outcomes  (e.g., 
negative  physical  side-effects'  depression).  In  addition 
to  these  beliefs,  it  is  suggested  that  the  notion  of  bar- 
riers could  be  expanded  to  include  beliefs  which  associate 
the  use  of  a contraceptive  with  the  avoidance  of  desirable 
outcomes  or  features  (e.g.,  a method  that  makes  the  wife's 
monthly  periods  more,  rather  than  less,  difficult).  In 
short,  while  the  benefits  and  barriers  constructs  appear  to 
be  useful  in  explaining  preventative  health  behavior,  it  is 
possible  that  the  predictive  and  explanatory  power  of  the 
model  could  be  enhanced  by  considering  the  influence  of  in- 
dividuals' beliefs  and  evaluations  of  multiple  positive  and 
negative  outcomes  associated  with  a decision. 

A second  conceptual  problem  with  the  model  is  that 
there  appears  to  be  confusion  regarding  the  relationship 
between  the  constructs  of  readiness  to  engage  in  action  and 
the  perceived  threat  of  disease.  Although  a schematic 
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representation  of  the  Health  Belief  Model  (Rosenstock, 

1974)  denotes  the  construct  of  disease  threat  as  distinct 
from  readiness  to  engage  in  action  (see  Figure  1) , Rosen- 
stock has  stated  that  the  terms  are  synonymous,  and  that 
the  notion  of  reducing  perceived  susceptibility  and/or 
severity  is  conceptually  identical  to  that  of  the  reduction 
of  perceived  threat  (Rosenstock,  personal  communication, 
1983).  . It  may  be  useful,  however,  to  make  a conceptual 
distinction  between  a general  readiness  to  act  and  the  goal 
of  reducing  perceived  susceptibility  and/or  severity.  Al- 
though it  is  granted  that  persons  must  be  motivated  in  or- 
der to  accomplish  their  goals,  it  does  not  follow  that  the 
goal  of  reducing  susceptibility  and/or  severity  and  the  mo- 
tivation for  attaining  this  goal  are  one  and  the  same.  The 
present  author  views  the  readiness  to  engage  in  action  com- 
ponent of  the  Health  Belief  Model  as  a motivational  con- 
struct that  describes  a general  predisposition  on  the  part 
of  the  individual  to  take  preventative  health  action.  The 
perceived  threat  of  disease  is  herewith  defined  as  the  per- 
ceived susceptibility  of  disease  and  the  perceived  serious- 
ness of  the  disease  if  it  were  contracted.  In  the  context 
of  contraceptive  decisionmaking,  these  variables  refer  to 
the  perceived  susceptioility  to  pregnancy  and  the  perceived 
seriousness  of  an  unplanned  pregnancy,  respectively. 

A problem  with  empirical  research  employing  the  Health 
Belief  Model  is  that  the  choice  of  a particular  health 
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action  from  a set  of  alternatives  has  not  been  studied. 
Instead,  research  has  focused  on  establishing  relationships 
between  those  persons  who  are  more  likely  to  engage  in  a 
specific  preventative  health  action  and  the  various  compo- 
nents of  the  model.  For  example,  Kegeles  (1963a)  found 
that  members  of  a prepaid  dental  plan  were  more  likely  to 
have  made  preventatively-oriented  visits  when  they  perceived 
dental  problems  as  a serious  matter  and  believed  in  the 
benefit  of  preventative  dental  care.  Comparisons  were  also 
made  among  respondents  who  had  preventatively  oriented 
scores  on  three  variables  of  the  Health  Belief  Model  (per- 
ceived susceptibility,  seriousness,  or  benefits  of  action) 
and  those  who  lacked  preventatively-oriented  scores  on  all 
three  variables.  As  predicted,  the  latter  group  was  less 
likely  to  have  obtained  preventative  dental  examinations. 
Research  on  birth  planning  issues  has  often  tested  the  util- 
ity of  explanatory  models  in  a manner  similar  to  the  way  in 
which  the  Health  Belief  Model  has  been  tested.  For  example, 
Insko  et  al.  (1970)  examined  the  factors  which  influenced 
use  or  non-use  of  birth  control  in  general,  and  Jaccard  and 
Davidson  (1972)  studied  the  decision  to  use  or  not  use  the 
birth  control  pill  among  college  women.  These  approaches 
contrast  with  more  recent  research  efforts  that  examine  the 

role  of  alternative  methods  of  contraception  on  contraceptive 
choice  (e . g . , 


Severy,  1982). 
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The  present  research  seeks  to  overcome  some  of  the 
above-mentioned  limitations  by  employing  regression 
analysis  and  path  analysis.  The  relative  impact  of  the 
Health  Belief  Model  variables  when  they  are  considered 
simultaneously,  the  causal  sequence  of  the  model,  and  the 
direct  and  indirect  contributions  of  the  "sociopsychologic" 
variables  (Rosenstock,  1974)  of  socioeconomic  status  and 
fatalism  to  contraceptive  decisionmaking  will  be  examined. 

The  analyses  will  also  examine  the  role  of  alternative 
health  actions  in  the  determination  of  intentions  to  engage 
in  a specific  preventative  health  action. 

Description  of  Data  Base  and  Operationalization 
of  the  Health  Belief  Model 

Data  Base 

The  data  base  utilized  in  the  present  analyses  con- 
sists of  information  obtained  from  an  ongoing,  short-term 
longitudinal  investigation  of  contraceptive  decisionmaking 
among  Black  couples  (Severy,  Mote  1) . The  purpose  of  the 
latter  research  effort  is  to  investigate  the  dynamics  of 
the  contraceptive  decisionmaking  process  among  couples  who 
vary  in  socioeconomic  status,  marital  relationship,  and  loca- 
tion in  the  life  cycle.  Expectancy-value  theory  (Fishbein  & 
Azjen,  1975)  was  employed  as  the  basis  of  this  survey 
investigation.  All  respondents  are  to  be  interviewed  at 
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two  points  in  time.  The  first  wave  of  interviews  was  con- 
ducted during  the  period  of  May,  1982,  through  December, 

1982.  The  second  administration  of  the  survey  instruments 
began  in  January,  1983,  and  will  continue  through  August, 

1983.  The  data  base  employed  in  the  present  research  con- 
sists of  information  obtained  during  the  first  wave  of  data 
collection. 

As  noted  earlier,  several  studies  have  found  expec- 
tancy-value theory  useful  in  understanding  family  planning 
decisions  (e.g.,  Cohen,  Severy,  & Ahtola,  1978;  Davidson  & 
Jaccard,  1979;  Jaccard  & Davidson,  1972;  Severy,  1982; 
Smetana  & Adler,  1979).  The  model  views  behavior  as  being 
influenced  by  the  specific  behavioral  intention  formed  by 
an  individual;  in  turn,  it  focuses  on  the  determinants  of 
behavioral  intention. 

The  model  views  behavior  as  being  influenced  by  a spe- 
cific behavioral  intention  formed  by  an  individual.  Behav- 
ioral intention  is  viewed  as  being  comprised  of  a personal 
attitude  toward  engaging  in  a behavior  and  a perceived  sub- 
jective norm. 

An  individula ' s attitude  toward  a behavior  is  viewed 
as  an  additive  function  of  two  elements : salient  beliefs 

about  the  consequences  of  performing  that  behavior  and  the 
corresponding  evaluations  of  these  consequences.  Each  be- 
lief is  a concept  that  links  the  attitude  object  with  an- 
other concept,  value,  or  goal.  Each  evaluation  refers  to 
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an  implicit  evaluative  response  that  is  acquired  either 
simultaneously  or  subsequent  to  the  formation  of  a belief 
about  the  attitude  object.  This  evaluative  response  repre- 
sents an  individual's  evaluation  of  a concept,  value,  or 
goal  associated  with  the  attitude  object.  Thus,  for  an  in- 
dividual's salient  beliefs,  the  model  is  comprised  of  the 
extent  to  which  certain  attributes,  values  and  goals  are 
believed  to  be  associated  with  the  performance  of  the  be- 
havior, and  the  degree  to  which  these  features  are  valued 
by  an  individual. 

As  the  theory  is  operationalized,  for  each  outcome  i, 
the  value  and  belief  components  bear  a multiplicative  rela- 
tionship to  each  other.  The  product  arising  from  each  b^ 
multiplication  is  termed  an  expectancy-value  (EV)  product. 
The  valence  of  each  EV  product  can  be  positive,  negative, 
or  neutral  (zero) . EV  products  are  positively  valenced 
when  the  performance  of  a given  act  is  viewed  as  facilitat- 
ing (+b)  the  attainment  of  a valued  (+e)  goal,  or  blocking 
(_b)  an  undesirable  (-e)  goal.  Similarly,  EV  products  are 
negatively  valenced  when  the  performance  of  the  behavior  is 
seen  as  leading  to  (+b)  a negative  outcome  (-e)  or  blocking 
(~h)  the  attainment  of  a desirable  (+e)  goal.  When  perfor- 
mance of  a behavior  is  seen  as  either  being  unrelated  (b=0) 
to  a goal  or  as  being  associated  with  an  outcome  that  has 
no  value  for  an  individual  (e=0) , the  EV  product  is  zero  and 
does  not  contribute  to  the  individual's  attitude  toward  the 
behavior . 
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The  second  component  of  the  model,  the  subjective  norm 
factor  (SN)  , represents  one's  perception  of  what  important 
referent  individuals  or  groups  think  he  or  she  should  do 
and  his  or  her  motivation  to  comply  with  these  referents. 

According  to  Fishbein  and  Ajzen  (1975),  the  relative 
importance  of  the  two  components  should  vary,  depending  upon 
the  behavior  in  question,  the  situational  context,  and  the 
population  that  is  being  studied.  The  weights  of  the  com- 
ponents are  estimated  via  multiple  regression  procedures 
and  are  interpreted  as  indicating  the  relative  importance 
of  the  components  in  the  prediction  of  behavioral  intention. 

The  data  base  employed  in  the  present  research  was 
based  on  expectancy-value  theory  and  includes  assessments 
of  respondents ' evaluation  of  24  parameters  of  contraceptive 
usage  and  their  beliefs  concerning  the  degree  to  which  each 
parameter  is  associated  with  seven  birth  planning  methods: 
the  pill,  the  condom,  the  intrauterine  device  (IUD) , male 
sterilization,  female  sterilization,  the  diaphragm,  and 
foam.  The  24  parameters  of  usage  were  derived  from  previ- 
ous work  which  focused  on  identifying  the  most  important 
concerns  people  have  when  evaluating  various  contraceptive 
methods  (Cohen,  Severy,  & Ahtola,  1978;  Polgar  & Marshall, 
1976) . 

Severy  (1982)  conceptualized  the  contraceptive  deci- 
sionmaking process  as  being  influenced  by  individuals'  own 
attitudes  and  intentions,  as  well  as  their  perceptions  of 
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spousal  attitudes  and  intentions.  Thus,  the  data  base  also 
includes  wives'  and  husbands'  perceptions  of  their  mate's 
expectancies , values , attitudes  and  behavioral  intentions 
toward  the  seven  birth  planning  methods.  These  perceived 
attitudes  and  intentions  were  viewed  by  Severy  as  a form  of 
social  influence  that  impacts  on  individuals'  contraceptive 
decisions . 

Operationalization  of  the  Health  Belief  Model 

Although  the  data  obtained  by  Severy  were  based  on  an 
expectancy-value  framework,  many  of  the  items  in  the  data 
base  also  represent  measures  of  several  components  of  the 
Health  Belief  Model.  The  likelihood  of  engaging  in  a spe- 
cific preventative  health  action  is  viewed  in  the  present 
research  as  being  represented  by  the  item  that  assesses  be- 
havioral intention  to  use  a specific  contraceptive.  In  ad- 
dition, the  perceived  benefits  minus  barriers  component  of 
the  model  is  operationalized  as  expectancy- value  products 
which  represent  respondents'  evaluation  of  various  outcomes 
of  contraceptive  usage  and  their  beliefs  regarding  the  de- 
gree to  which  specific  contraceptives  are  associated  with 
these  outcomes.  The  cue  component  of  the  model  refers  to 
internal,  social,  and/or  environmental  influences  that  im- 
pact on  individuals'  likelihood  of  engaging  in  preventative 
health  action  (Rosenstock,  1966,  1974).  The  present  re- 
search focuses  on  the  impact  of  a spousal  cue  on  contraceptive 
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intentions  and  operationalizes  this  variable  as  a set  of 
expectancy-value  products  which  represent  perceived  spousal 
expectancies  and  values . Support  for  the  view  that  per- 
ceived spousal  attitudes  affect  behavior  is  provided  by 
Becker  and  Green  (19  78) , who  note  that  studies  have  demon- 
strated the  importance  of  spousal  support  in  influencing  in 
dividual s to  comply  with  medical  regimens  (e.g.,  Heinzel- 
mann  & Bagley,  1970;  Oakes  et  al.,  197Q).  In  addition,  sev 
eral  studies  have  demonstrated  a relationship  between  the 
type  of  marital  relationship  enjoyed  by  the  couple  (usu- 
ally referred  to  as  "conjugal  role  structure")  and  the  use 
of  birth  planning  (Michel,  1967;  Poffenberger , 1969;  Rain- 
water, 1965;  Stokes  & Dudley,  1972).  Although  there  are 
numerous  variables  that  can  possibly  affect  intentions  to 
use  a contraceptive,  the  perceived  beliefs  and  evaluations 
of  one's  spouse  are  viewed  in  the  present  study  as  an  impor- 
tant variable  to  examine. 

The  susceptibility  and  seriousness  components  of  the 
Health  Belief  Model,  as  well  as  an  assessment  of  respon- 
dents fatalism  with  respect  to  contraception,  were  new 
to  the  present  project  and  were  included  by  the  present  au- 
thor in  a separate  survey  instrument  that  respondents  com- 
pi.eted  at  the  time  of  the  interview.  A complete  descrip- 
tion of  each  item  included  in  the  present  research  is  in- 
cluded in  Chapter  II  (survey  instrumentation) . 
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Thus , the  data  base  employed  in  the  current  investi- 
gation includes  items  which  represent  operationalizations 
of  all  the  components  of  the  Health  Belief  Model. 

Hypotheses  Regarding  Tests  of  the  Health  Belief  Model 
and  its  Proposed  Revisions 

The  present  research  effort  tests  the  applicability  of 
the  Health  Belief  Model  to  the  arena  of  contraceptive  choice 
via  regression  analysis  and  path  analysis  of  the  data. 

In  all  of  the  models  to  be  tested,  behavioral  inten- 
tion to  use  the  pill  will  be  the  criterion  of  interest.  In- 
tention to  use  the  pill  was  chosen  because  it  represented 
the  method  of  choice  for  the  largest  proportion  (40%)  of  the 
couples  studied.  Therefore,  measures  of  values  and  expec- 
tancies regarding  the  pill  were  expected  to  be  more  reliable 
than  those  measures  obtained  for  methods  with  which  the  sam- 
ple was  less  familiar,  since  the  latter  measures  would  in- 
clude a greater  amount  of  variance  due  to  random  error. 

Thus,  intention  to  use  the  pill  was  employed  as  the  crite- 
rion in  order  to  provide  relatively  greater  power  in  test- 
ing the  utility  of  the  model  than  that  which  could  be  ob- 
tained by  the  use  of  any  other  method  as  a criterion,  and 
thus  permit  relatively  more  confident  inferences  to  be  made 
regarding  the  relationship  between  the  variables  comprising 
the  model  and  contraceptive  intentions. 
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The  regression  analysis  focuses  on  the  assumption 
made  by  the  Health  Belief  Model  regarding  the  relationship 
between  perceived  threat,  benefits  minus  barriers,  and  a 
cue  to  action.  As  discussed  earlier  in  this  chapter,  the 
Health  Belief  Model  assumes  that  each  of  these  components 
is  necessary  in  order  for  preventative  health  action  to 
occur.  In  the  context  of  contraceptive  decisionmaking, 
this  assumption  suggests  that  ambivalence  regarding  in- 
tentions to  use  a birth  planning  method  will  occur  whenever 
individuals  do  not  perceive  an  unplanned  pregnancy  as 
threatening,  do  not  associate  any  benefits  or  barriers  with 
the  method,  and/or  are  not  prompted  to  use  the  method  by 
some  form  of  cue.  Thus,  a multiplicative  relationship  among 
the  components  of  the  model  is  implied.  This  relationship 
is  represented  by  the  following  equation: 

Intentions  to  use  the  pill  = Perceived  threat 

X perceived  benefit  - barriers  of  the  pill 
X perceived  beliefs  and  evaluations  of  the 
spouse  with  respect  to  the  pill 

Hypothesis  I.  It  is  expected  that  the  multiplicative 
combination  of  perceived  threat,  perceived  net  benefit, 
and  perceived  spousal  cue  will  explain  a significant  proport- 
ion of  the  variance  in  intentions  to  use  the  pill. 
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The  path-analytic  models  tested  in  the  present  re- 
search are  recursive  in  nature;  that  is,  the  causal  linkages 
among  variables  are  posited  as  "moving"  in  one  direction 
only.  Thus,  non-recursive  models  which  describe  variables 
that  "feed  back"  upon  themselves  (Duncan,  1975)  are  not 
considered. 

The  conceptual  problem  regarding  the  relationship  of 
readiness  and  perceived  benefits  minus  barriers  outlined  in 
the  preceding  section  of  this  chapter  suggests  alternative 
views  of  the  relationship  between  the  Health  Belief  Model 
variables  and  contraceptive  intentions.  For  example,  it  may 
be  the  case  that  a more  appropriate  model  is  of  the  non-re- 
cursive  type  wherein  perceived  susceptibility,  combined  with 
perceived  benefits,  leads  to  an  altered  level  of  suscepti- 
bility and  thus,  in  turn,  modified  readiness  to  engage  in 
action.  On  the  other  hand,  ah  alternative  model  which  di- 
vorces the  motivational  component  from  the  goal  of  reducing 
susceptibility  to  pregnancy,  perhaps  through  the  addition 
of  an  additional  construct  (e.g.,  perceived  threat)  may  also 
be  a more  appropriate  model  of  contraceptive  intention.  Al- 
though these  alternative  models  may  be  proven  empirically 
to  be  more  successful,  the  following  recursive  models  are 
tested  in  the  interest  of  determining  the  utility  of  the 
Health  Belief  Model  as  it  has  been  formulated  by  Rosenstock 
(1966,  1974)  to  the  arena  of  contraceptive  intentions. 

The  first  analysis,  Model  I,  tests  the  utility  of  the 
model  as  it  was  originally  formulated  by  Rosenstock  (1966, 
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1974).  The  likelihood  of  using  a specific  contraceptive 
is  viewed  as  a function  of  individuals'  perceptions  of 
susceptibility,  seriousness,  the  benefit  of  efficacy  minus 
multiple  barriers  associated  with  the  use  of  that  method, 
and  spousal  cue  regarding  perceived  benefit  minus  barriers. 
Respondents'  assessments  of  susceptibility  and  seriousness 
are  viewed  as  operationalizations  of  perceived  threat.  Al- 
though numerous  barriers  of  usage  are  included  in  this  model, 
the  only  benefit  considered  is  that  of  the  method's  perceived 
efficacy  in  preventing  pregnancy.  Respondents'  evaluation  of 
contraceptive  efficacy  was  assessed  by  their  indication  of 
how  acceptable  or  unacceptable  it  would  be  to  use  a method 
that  ensured  the  wife  would  not  get  pregnant.  This  evalua- 
tion, combined  with  the  degree  to  which  the  pill  is  expected 
to  lead  to  this  outcome,  comprises  the  measure  of  perceived 
benefit  in  this  model.  Perceived  barriers  refers  to  beliefs 
that  associate  the  use  of  a method  with  undesirable  outcomes 
or  that  associate  the  use  of  a method  with  the  avoidance 
of  positive  outcomes.  Thus,  perceived  barriers  are  operation- 
alized as  the  sum  of  those  negatively  valenced  expectancy- 
value  products  which  result  from  the  multiplication  of  either 
a negative -valenced  value  and  positively-valenced  exDectancy, 
or  a positively-valenced  value  and  a negatively-valenced 
expectancy,  respectively.  Similarly,  the  cue  component  of 
the  model  refers  to  perceptions  of  spousal  beliefs  regarding 
numerous  barriers,  but  only  the  benefit  of  contraceptive 
efficacy  (see  Figure  2). 
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Figure  2. 
Models  I and  II 
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When  employing  path  analysis,  path  diagrams  are 
typically  drawn  to  represent  the  relationship  among  the 
variables  in  the  model  that  is  being  tested.  In  all  path 
diagrams  presented  in  the  text,  the  paths  drawn  from  exog- 
enous (predictor)  variables  to  the  endogenous  (dependent) 
variable  denote  an  additive  relationship  between  the  exog- 
enous and  endogenous  variables.  Thus,  as  indicated  in 
Figure  2,  contraceptive  intentions  are  viewed  as  being  an 
additive  function  of  socioeconomic  status,  fatalism,  per- 
ceived spousal  cue,  and  a term  which  represents  the  combin- 
ation of  perceived  threat  and  the  perceived  benefit  minus 
barriers  of  the  pill.  This  term  represents  the  theoretical 
relationship  posited  by  Rosenstock  (1966,  1974)  between 
perceived  threat  and  benefit  minus  barriers , wherein  both 
variables  are  viewed  as  being  necessary  conditions  for  the 
formation  of  contraceptive  intentions . 

In  contrast  to  the  model  employed  in  the  regression 
analysis,  all  of  the  path-analytic  models  that  are  tested 
view  spousal  cue  as  having  an  additive,  as  opposed  to  a 
multiplicative,  effect  on  intentions  to  use  the  pill.  The 
reason  for  positing  an  additive  effect  is  due  to  the  ambig- 
uity surrounding  discussion  of  this  construct.  On  the  one 
hand,  Rosenstock  (1966,  p.  .01)  states  that  a cue  "is 
believed  to  be  necessary  to  complete  the  model"  and  that 
"the  combination  of  [perceived  susceptibility,  seriousness, 
and  net  benefit]  could  reach  quite  considerable  levels  of 
intensity  without  resulting  in  overt  action  unless  some 
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instigating  event  occurred  to  set  the  process  in  motion." 
However,  Rosenstock  (1966)  also  states  that  the  Health 
Belief  Model  is  comprised  of  "two  classes  of  variables: 

1.  the  psychological  state  of  readiness  to  take  specific 
action  [termed  perceived  threat  by  the  present  author]  and, 

2.  the  extent  to  which  a particular  course  of  action  is 
believed,  on  the  whole,  to  be  beneficial  in  reducing  the 
threat."  (p.  98).  As  the  regression  analysis  tests  the  role 
of  perceived  spousal  cue  in  a multiplicative  sense,  the  path 
analyses  test  how  intentions  are  impacted  by  a cue  over  and 
above  the  impact  of  perceived  threat  and  net  benefit.  In 
addition,  the  path  analyses  also  permit  one  to  examine  the 
relationship  between  cue  and  threat  and  net  benefit. 

Model  II  expands  the  first  model  by  means  of  a broad- 
ened conceptualization  of  perceived  benefits  associated  with 
the  use  of  a specific  contraceptive.  Benefits  in  this  model 
refer  not  only  to  the  perceived  contraceptive  efficacy  of 
a method,  but  also  to  other  psychosocial  benefits  which  can 
accrue  from  the  use  of  that  method  (e.g.,  increased  sexual 
pleasure,  the  avoidance  of  health  problems).  Thus,  benefits 
in  this  model  refer  to  positively-valenced  expectancy-value 
products  which  result  from  multiplication  of  a positively- 
valenced  value  and  a positively-valenced  expectancy,  or  a 
negatively-valenced  value  and  a negatively-valenced  expect- 
ancy,  respectively.  As  in  Model  I,  barriers  refer  to  nega- 
tively valenced  expectancy-value  products  that  represent 
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both  the  negative  outcomes  that  are  associated  with  the  use 
of  the  method,  as  well  as  those  positive  outcomes  that  cannot 
be  attained  as  a result  of  using  a specific  method.  Recall 
that  Rosenstock  (1966)  posits  an  additive  function  among 
perceived  benefits  and  barriers.  Thus,  the  perceived  benefits 
and  barriers  component  of  Model  II  is  operationalized  as  the 
sum  of  the  positively-  and  negatively-valenced  expectancy- 
value  products . The  cue  component  in  this  model  includes 
perceptions  of  spousal  beliefs  which  incorporate  this  broader 
view  of  perceived  benefits  and  barriers.  This  model  is  also 
represented  by  Figure  2. 

Hypothesis  II.  It  is  proposed  that  individuals' 
intentions  to  use  a particular  contraceptive  are  guided  by 
a consideration  of  the  consequences  of  usage  along  several 
dimensions,  rather  than  the  sole  dimension  of  contraceptive 
efficacy.  Thus,  it  is  expected  that  the  variance  in  contra- 
ceptive intentions  explained  by  Model  II  will  be  greater 

3 

than  that  explained  by  Model  I. 

Model  III  extends  the  Health  Belief  Model  a step  fur- 
ther by  including  a variable  that  represents  perceptions  of 
the  relative  efficacy  of  alternative  actions  in  reducing 
the  perceived  threat  of  pregnancy.  Although  the  original 
formulation  of  the  Health  Belief  Model  included  a discussion 


Although  Hypotheses  II  and  III  cannot  be  tested  for  statis- 
tical significance,  they  are  stated  in  order  to  express 
expectations  regarding  the  relative  proportion  of  variance 
explained  by  the  models. 
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of  the  role  of  alternative  actions,  its  potential  for 
increasing  the  explanatory  power  of  the  model  has  not  been 
heretofore  empirically  demonstrated. 

Rosenstock  (1966)  has  suggested  that  when  individuals 
are  faced  with  two  or  more  alternative  health  actions,  the 
behavior  chosen  is  that  which  has  the  greatest  potential 
for  reducing  perceived  threat,  all  else  being  equal.  Thus, 
the  evaluation  of  each  relevant  alternative  birth  planning 
method  is  operationalized  as  the  perceived  net  benefit  for 
that  method.  As  a consequence.  Model  III  views  contraceptive 
intentions  as  being  an  additive  function  of  perceived  spousal 
cue,  socioeconomic  status,  fatalism,  the  combination  of  per- 
ceived threat  and  perceived  net  benefit  for  the  pill,  and 
perceived  net  benefit  for  a relevant  contraceptive  alterna- 
tive. This  model  is  represented  by  Figure  3. 

In  a sample  of  contraceptors  drawn  independently  of 
the  present  sample,  Severy  (1982)  found  that  intentions  to 
use  a contraceptive  are  affected  not  only  by  the  perceived 
benefits  and  costs  of  that  method,  but  also  by  the  perceived 
advantages  and  disadvantages  of  alternative  methods.  Multi- 
ple regression  was  employed  to  examine  the  impact  of  atti- 
tudes toward  the  pill,  condom,  male  sterilization,  IUD, 
diaphragm,  and  foam  on  behavioral  intentions  to  use  the  pill. 

In  addition  to  attitude  toward  the  pill,  it  was  found  that 
attitudes  toward  the  diaphragm  and  foam  were  also  significant 
predictors  of  intentions  to  use  the  pill  among  husbands , and 
that  attitutdes  toward  the  IUD  were  also  significant  predictors 
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of  intentions  to  use  the  pill  among  wives.  This  finding 
suggests  that  the  intention  to  use  a specific  contraceptive 
is  guided  by  a consideration  of  a subset  (as  opposed  to  all) 
of  the  contraceptive  alternatives  that  were  assessed.  It  is 
assumed  in  the  present  study  that  this  subset  of  alternatives 
represents  the  relevant  alternatives  that  are  considered  in 
the  formation  of  contraceptive  intentions . Thus , for  the 
wives,  Model  III  includes  perceived  net  benefit  for  the  IUD. 
Since  it  was  of  interest  to  examine  the  impact  of  only  one 
alternative  on  intentions , Model  III  for  husbands  includes  the 
perceived  net  benefit  for  the  diaphragm.  In  both  models, 
perceived  spousal  cue  is  operationalized  as  perceived  spousal 
beliefs  regarding  the  net  benefit  of  the  pill  (see  Figure  3). 

Hypothesis  III.  It  is  expected  that  the  variance  in 
contraceptive  intentions  is,  in  part,  attributable  to  the 
role  of  relevant  alternative  methods.  Thus,  it  is  expected 
that  the  variance  in  contraceptive  intentions  explained  by 
Model  III  will  be  greater  than  that  explained  by  either 
Model  I or  Model  II. 

Rosens tock  (1966,  1974)  has  suggested  that  variables 
sucn  as  socioeconomic  status  and  fatalism  impact  on  preventa- 
tive health  behavior  in  an  indirect  manner  only,  via  psych- 
ological mediation  of  perceived  threat  and  net  benefit.  In 
a path-analytic  framework,  this  implies  that  intentions  to 
use  the  pill  are  impacted  directly  by  threat  and  benefit,  but 
only  indirectly  by  socioeconomic  status  and  fatalism.  It  also 
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implies  that  socioeconomic  status  and  fatalism  exert  a 
significant  direct  impact  on  threat  and  net  benefit.  As 
noted  in  an  earlier  section  on  previous  research  employing 
the  Health  Belief  Model,  research  has  suggested  that  socio- 
economic status  and  fatalism  exert  both  an  indirect  and  a 
direct  effect  on  preventative  health  action  (Bullough,  1972; 
Langlie,  1977).  Thus,  each  of  the  foregoing  path-analytic 
models  tests  the  direct  effects  of  socioeconomic  status  and 
fatalism  on  (1)  the  combination  of  threat  and  net  benefit, 
and  (2)  intentions  to  use  the  pill.  The  indirect  effects  of 
these  variables  on  intentions  to  use  the  pill  are  also 
examined. 

Hypothesis  IV.  For  Models  I,  II,  and  III,  estimates 
of  the  paths  which  represent  a direct  impact  of  socioecon- 
omic status  and  fatalism  on  the  combination  of  threat  and 
net  benefit  will  be  significantly  different  from  zero. 

Hypothesis  V.  For  Models  I,  II,  and  III,  estimates 
of  the  paths  which  represent  a direct  impact  of  socioecon- 
omic status  and  fatalism  on  behavioral  intentions  to  use 
the  pill  will  be  significantly  different  from  zero. 

Each  of  the  above  models  will  be  tested  separately 
for  husbands  and  wives.  In  a sample  of  contraceptors  drawn 
independently  from  the  current  sample,  Severy  (1982)  found 
that  husbands'  intentions  to  have  their  wife  use  the  pill 
were  guided  by  their  perceptions  of  their  mate's  attitudes, 
but  not  their  own  attitudes.  In  contrast,  wives'  intentions 
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to  use  the  pill  were  found  to  be  a function  of  their  own 
attitude;  their  perceptions  of  spousal  attitude  did  not 
influence  intentions.  Thus,  the  following  hypothesis  is 
proposed : 

Hypothesis  VI.  It  is  expected  that  the  role  of  per- 
ceived spousal  cue  has  a differential  impact  on  contracep- 
tive intentions  as  a function  of  gender.  Thus,  it  is  ex- 
pected that  for  Models  I,  II,  and  III,  estimates  of  the 
path  which  represents  the  effect  of  spousal  cue  on  inten- 
tions will  be  significant  for  husbands,  but  non-signif- 
icant  for  wives . 


CHAPTER  II 
METHOD 


Sampling  Design  and  Acquisition  of 
Respondent  Sample 

The  present  research  tested  the  applicability  of  the 
Health  Belief  Model  to  the  arena  of  contraceptive  choice 
by  analyzing  a data  base  generated  by  a larger  investiga- 
tion of  contraceptive  decisionmaking  (Severy,  1982). 

This  section  describes  the  sampling  design  of  that  initia- 
tive, a description  of  the  respondent  sample,  specific 
items  in  the  survey  instruments  pertinent  to  the  focus  of 
the  present  research,  and  the  manner  in  which  interviews 
were  conducted. 

Sample  Design  and  Social  Areal  Clustering 

The  intention  of  the  larger  initiative  was  to  obtain  a 
representative  sample  of  married  couples  living  in  Gaines- 
ville, Florida,  who  met  all  of  the  following  conditions: 

1.  The  couples  were  married  or  at  least  common-law 
married  to  each  other; 

2.  The  wife's  age  was  between  the  ages  of  18  to  27 
or  35  to  44; 

3.  The  couples  were  Black; 
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4.  The  couples  did  not  intend  to  have  a child  within 
the  next  year. 

Xn  an  effort  to  obtain  a random  sample  of  residents 
from  all  sectors  of  the  community,  a social  areal  analysis 
(Streuning,  1975)  of  the  Gainesville,  Florida,  metropolitan 
statistical  district  was  undertaken.  Demographic  data  such 
as  race,  age,  marital  status,  and  income  were  extracted 
from  the  1980  Bureau  of  Census  files  for  each  block  group 
of  the  Gainesville  area.  Cluster  analysis  of  these  data 
revealed  30  sectors  of  the  city  having  relatively  high  pro- 
portions of  potentially  eligible  respondents.  Within  each 
of  these  sectors,  a systematic  random  sample  of  addresses 
from  the  1980  Gainesville  city  directory  was  initially  ob- 
tained for  canvassing  by  trained  screeners.  These  addresses 
were  termed  "starter"  addresses  and  were  listed  on  a screen- 
ing sheet.  Five  blank  spaces,  termed  follow-up  addresses, 
were  listed  after  each  starter  address.  The  set  of  six  ad- 
dresses was  called  an  address  set.  When  residents  of  the 
starter  address  were  contacted,  eligible,  and  willing  to 
participate,  screeners  proceeded  directly  to  the  next  starter 
address  and  its  associated  follow-up  addresses.  When  resi- 
dents at  the  starter  address  were  not  home  at  the  time  of 
the  screeners'  initial  attempted  contact,  screeners  returned 
to  the  starter  address  another  day  and  attempted  contact 
again.  When  residents  of  the  starter  address  were  not  home 
a second  time,  or  did  not  qualify  or  refused  to  participate, 
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screeners  proceeded  to  the  first  follow-up  address  within 
that  address  set.  Follow-up  addresses  consisted  of  resi- 
dences located  immediately  east  of  the  starter  address  when 
the  latter  was  located  on  a street  tha*t  ran  in  an  east-west 
direction.  When  the  street  ran  in  a north-south  direction, 
screeners  proceeded  to  the  residence  immediately  to  the 
north.  Screeners  contacted  up  to  five  follow-up  addresses 
in  each  address  set.  When  either  an  acceptance  was  ob- 
tained or  the  set  of  six  addresses  was  screened,  screeners 
proceeded  to  the  next  starter  address  and  its  associated 
follow-up  addresses. 

The  above  procedure  was  followed  within  every  sector 
of  the  city  previously  identified  by  the  social  areal  analy- 
sis and  yielded  approximately  2,000  residential  contacts. 

As  noted  in  the  forthcoming  section  on  non-qualifier  and  re- 
fusal rates,  only  a very  small  percentage  of  residents  who 
were  contacted  (4.47,)  met  the  criteria  for  inclusion  in  the 
study.  Since  questions  central  to  the  thrust  of  the  initia- 
tive required  a relatively  large  sample  size  (a  target  N of 
120  couples) , and  the  qualifying  rate  of  residential  con- 
tacts was  quite  low,  it  became  apparent  that  virtually  every 
address  in  the  identified  sectors  of  the  community  would 
need  to  be  screened  in  order  to  obtain  the  desired  number 
of  couples.  Thus,  after  those  addresses  generated  by  the 
systematic  random  sampling  procedure  had  been  screened,  a 
second  phase  of  screening  began.  This  phase  consisted  of 
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eliminating  from  the  city  directory  all  addresses  that  had 
already  been  contacted  and  then  listing  out  all  addresses 
that  had  not  yet  been  screened  in  each  of  the  identified 
sectors.  Screeners  began  their  canvassing  at  the  first  ad- 
dress listed  on  their  address  sheet.  If  the  residents  at 
that  address  qualified  for  inclusion  in  the  study  and  agreed 
to  participate,  screeners  skipped  the  next  two  residences 
listed  on  the  sheet  and  began  the  screening  process  anew 
with  the  fourth  residence  listed  on  the  sheet.  The  deci- 
sion to  skip  two  residences  when  an  acceptance  occurred  was 
based  on  an  empirical  result  obtained  from  the  systematic 
random  sampling  procedure,  wherein  selection  of  starter  ad- 
dresses had  led  to  an  average  of  two  residences  being 
skipped  between  the  resultant  address  sets. 

Screener  Training 

All  screeners  involved  in  the  canvassing  of  eligible 
respondents  were  Black  and  were  trained  according  to  a stan- 
dard procedure.  Screeners  read  background  information  and 
attended  a training  session  in  which  they  learned  the  basic 
goals  of  the  project,  the  professional  manner  in  which  they 
should  approach  potential  respondents,  and  the  criteria  for 
a couple's  inclusion  in  the  study.  Screeners  also  received 
address  sheets  which  listed  residences  for  door-to-door  can- 
vassing, screening  and  appointment  forms,  and  identification 
materials.  A detailed  training  manual  was  provided  to  all 
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screeners  and  served  as  a source  of  reference  regard- 
ing typical  queries  to  be  expected  from  the  populace, 
along  with  suggested  replies.  In  addition,  the  manual 
delineated  the  exact  procedures  for  canvassing,  as  de- 
cribed  above. 

When  an  eligible  and  interested  couple  was  identified, 
the  screener  established  an  appointment  date  and  time  for 
the  actual  interview.  Interviews  generally  occurred  one  to 
three  weeks  subsequent  to  the  initial  contact. 

Non-Qualifier  and  Refusal  Rates 

The  screening  process  described  above  generated  a to- 
tal of  7,101  resident  contacts  that  occurred  during  the  pe- 
riod between  May,  1982,  and  December,  1982.  Of  these,  208 
residents  (2.9%)  either  refused  to  answer  any  of  the  screen- 
er' s questions,  or  else  terminated  the  screening  interview 
before  answers  to  all  items  were  obtained.  Also,  contact 
could  not  be  made  with  1499  (21.1%)  residences  due  to  resi- 
dents not  being  at  home  on  either  of  the  two  separate  visits 
made  by  the  screener  to  that  address.  Thus,  it  is  not  known 
what  proportion  of  these  two  groups  were  eligible  for  inclu- 
sion in  the  study.  However,  it  is  quite  clear  that  the  ma- 
jority of  all  other  contacts  did  not  qualify  due  to  their 
inability  to  meet  the  four  criteria  described  above.  Of 
those  residents  who  were  contacted,  a total  of  2239  (41.5%) 
were  not  married;  an  additional  1761  (32.6%)  were  either 
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Caucasian  or  foreign  (non-English)  speaking.  Also,  another 
1114  couples  (20.7%)  did  not  qualify  because  the  wife's 
age  did  not  fall  within  the  boundaries  of  the  investiga- 
tion, and  39  couples  (1.0%)  were  planning  to  have  a child 
in  the  next  year.  Thus,  only  235  couples  (4.4%)  actually 
appear  to  have  qualified  for  the  study.  At  the  time  of 
the  screening  interview,  92  couples  refused  to  participate, 
yielding  a refusal  rate  of  39.1%  <5f  the  qualified  group. 
Further  sample  loss  occurred  at  the  time  of  the  interview, 
when  50  couples  (21.3%  of  the  qualified  sample)  stated 
they  had  changed  their  minds  about  participating.  There- 
fore, although  235  couples  qualified  for  the  study,  only 
93  couples  (39.6%)  actually  followed  through  and  completed 
an  interview.  This  acceptance  rate  is  lower  than  the  67.8% 
obtained  in  Segery's  (Note  1)  study  of  contraceptive  deci- 
sionmaking among  Caucasian  couples  living  in  Gainesville, 
Florida . 

Characteristics  of  the  Respondent  Sample 

The  average  age  of  wives  and  husbands  in  the  sample 
was  27.27  and  29.94  years,  respectively.  Wives  had  com- 
pleted an  average  of  13.96  years  of  education,  and  husbands 
an  average  of  14.80  years.  Couples'  average  combined  in- 
come for  1982  was  $10,500.  Twenty-five  percent  of  the 
couples  owned  their  own  home,  and  75%  were  renting  a home 


or  apartment . 


The  average  report  of  wives'  and  husbands'  religios- 
ity fell  between  the  "religious"  and  "not  very  religious" 
categories  [Ms  = 2.19  and  2.24,  respectively,  on  a four- 
point  scale  ranging  from  very  religious  (1)  to  "not  reli- 
gious at  all"  (4) ] . Wives  and  husbands  reported  that  the 
family  in  which  they  were  raised  had  an  average  of  6.19 
and  5.21  children,  respectively. 

The  mean  duration  of  couples'  present  marriage  was 
5.59  years.  On  a seven-point  scale  of  marital  happiness 
ranging  from  "very  unhappy"  (1)  to  "very  happy"  (7) , with 
"happy"  (4)  in  the  middle,  mean  scores  of  4.56  and  4.60 
were  obtained  for  wives  and  husbands,  respectively. 

Couples  reported  an  average  parity  of  2.09  children. 
The  mean  ideal  family  size  was  2.82  children  for  wives  and 
3.08  children  for  husbands.  Wives  perceived  their  spouses 
as  desiring  an  average  of  2.92  children,  and  husbands  be- 
lieved their  wives  desired  an  average  of  2.80  children. 
Couples  were  split  approximately  even  with  respect  to  fu- 
ture  fertility  intentions,  with  46  percent  of  both  wives 
and  husbands  reporting  they  planned  to  have  a (another) 
child,  and  54  percent  of  both  spouses  stating  they  did  not 
plan  a (another)  child.  On  the  average,  wives  and  husbands 
who  desired  a (another)  child  reported  that  they  wanted 
conception  to  occur  one  to  two  years  from  the  present  time. 

Couples  also  indicated  the  type  of  contraceptive  pres- 
ently used  on  an  always-or-usual  basis.  The  birth  control 
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pill  was  the  method  used  by  the  largest  percentage  of  cou- 
ples (39.13%),  followed  by  female  sterilization  (15.39%), 
the  intrauterine  device  (13.04%),  the  condom  (7.78%), 
rhythm  (5.56%),  the  diaphragm  (3.30%),  withdrawal  (2.27%), 
foam  (2.20%),  and  male  sterilization  (1.12%). 


Survey  Instrumentation 

The  data  base  utilized  in  the  present  analyses  stems 
from  an  investigation  of  contraceptive  decisionmaking  con- 
ducted by  Severy  (Note  1).  Although  the  data  generated  by 
Severy  were  based  on  an  expectancy-value  framework,  many  of 
the  items  can  be  reconceptualized  as  representing  compo- 
nents of  the  Health  Belief  Model  when  viewed  from  a pre- 
ventative health  orientation.  The  following  section  de- 
scribes those  items  in  the  data  base  which  permit  and  em- 
pirical test  of  the  applicability  of  the  Health  Belief 
Model  to  the  arena  of  contraceptive  decisionmaking.^ 

Likelihood  of  Using  a Specific  Contraceptive 

Respondents'  intentions  to  use  a specific  method 

were  assessed  via  the  following  item: 

How  likely  or  unlikely  would  it  be  for  you  (or 

your  husband)  to  use  the  (pill,  condom, 

etc.)  when  you  have  sexual  intercourse  in  the 
next  six  months? 


Throughout  this  section,  items  are  presented  as  they 
appeared  on  the  wife's  version  of  the  survey  instruments. 
Both  the  husbands'  version  and  the  joint  version  (to  be 
described  shortly)  completed  by  respondents  had  been 
modified  accordingly. 
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Responses  were  assessed  on  a seven-point,  very  likely-very 
unlikely  scale. 


Perceived  Benefits  and  Barriers  of  Contraceptive  Usage 

Respondents  were  asked  to  indicate  the  value  placed 
on  24  parameters  of  contraceptive  usage,  and  the  extent  to 
which  these  parameters  were  associated  with  the  use  of 
seven  specific  contraceptive  methods.  These  parameters 
were  derived  from  previous  investigations  of  the  salient 
concerns  people  have  about  using  various  contraceptive  meth- 
ods (Cohen,  Severy,  & Ahtola,  1978;  Polgar  & Marshall,  1976) 
and  focus-group  discussions  (Severy,  1982).  Values  were 
assessed  by  the  following  set  of  items; 

1.  Using  a birth  control  method  that  many  doctors 
recommend  for  their  patients. 

2.  Using  a birth  control  method  that  lets  you  and 
your  husband  control  when  you  have,  and  when 
you  do  not  have,  children. 

3.  Using  a birth  control  method  that  is  easy  to 
get . (For  example,  consider  embarrassment  or 
seeing  a doctor) . 

4.  Using  a birth  control  method  that  is  easy  to 
use . 

5.  Your  having  less  difficult  monthly  periods. 

6.  Being  sure  you  will  not  get  pregnant. 

7.  Putting  artificial  chemicals /hormones  in  your 
body  for  birth  control. 

8.  Placing  a device  in  your  body  for  birth  control. 

9.  Having  children  who  are  born  with  medical  prob- 
lems as  a result  of  using  the  birth  control 
method . 

10.  Having  the  birth  control  method  affect  your 
everyday  mood. 
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11.  Feeling  that  your  or  your  husband's  desire 
for  sex  is  reduced. 

12.  Making  it  easy  to  have  sexual  relations  on 
the  spur  of  the  moment. 

13.  Having  the  romantic  mood  broken  while  having 
sex. 

14.  Using  a birth  control  method  that  decreases 
sexual  pleasure  because  of  its  feel,  taste 
or  smell. 

15.  Your  having  minor  physical  side  effects  (spot- 
ting, cramps,  etc.)  as  a result  of  using  the 
birth  control  method. 

16.  Being  sure  a birth  control  method  really  is 
being  used  by  either  you  or  your  husband. 

17 . Your  being  able  to  get  pregnant  shortly  after 
you  or  he  stop  using  the  birth  control  method. 

18.  Reducing  the  chance  of  getting  venereal  di- 
sease (VD,  Syphilis,  etc.). 

19 . Either  of  you  having  minor  surgery  in  order 
to  use  the  birth  control  method. 

20.  Either  of  you  having  major  health  problems 
that  results  from  using  a birth  control  method. 

21.  Using  a birth  control  method  that  is  expensive 
to  use. 

22.  Having  a birth  control  method  that  men  use 
(rather  than  women) . 

23.  Using  a familiar  birth  control  method  (one 
both  you  and  your  husband  know  about) . 

24.  Having  to  remember  (regularly)  to  use  the 
birth  control  method. 

Results  were  assessed  on  a seven-point,  very  acceptable- 
very  unacceptable  scale. 

Expectancies  were  assessed  by  presenting  respondents 
with  each  parameter  of  usage,  and  then  asking  them  to  indi- 
cate how  likely  it  was  that  the  parameter  was  characteristic 
of  each  of  seven  methods.  For  example,  expectancies  regard- 
ing  the  perceived  efficacy  of  various  methods  were  assessed 
by  the  following  item: 
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Would  you  be  sure  you  will  not  get  pregnant  while 
using  the  following  birth  control  methods? 

Pill  IUD  

Condom  Diaphragm 

Male  Sterilization  Foam  

Female  Sterilization 

Expectancies  were  assessed  on  a seven-point,  definitely  yes 
-definitely  no  continuum. 

Cues  Regarding  Spousal  Perceptions  of  Benefits  and  Barriers 
Respondents  were  asked  to  indicate  their  perceptions  of 
their  mate's  evaluations  of  the  parameters  of  contraceptive 
usage,  as  well  as  their  expectancies  for  specific  methods. 
With  the  exception  of  minor  modifications,  the  format  of 
these  items  was  identical  to  those  which  measured  respon- 
dents' own  values  and  expectancies. 

Perceived  Threat 

The  perceived  risk  of  becoming  pregnant,  along  with 
the  perceived  seriousness  of  an  unplanned  pregnancy,  is 
viewed  as  those  beliefs  which  lead  individuals  to  formulate 
the  goal  of  reducing  the  treat  of  occurrence  of  pregnancy. 

Perceived  susceptibility.  Perceived  susceptibility  to 
an  unplanned  pregnancy  was  operationalized  by  the  following 
item: 

In  any  given  month  over  the  next  six  months,  what 
would  you  say  are  the  chances  that  you  will  be- 
come pregnant? 

Responses  were  assessed  on  a 0 to  100%  continuum. 


Perceived  seriousness.  Perceived  seriousness  refers  to 


the  emotional  arousal  engendered  by  thoughts  of  contracting 
the  disease  and  beliefs  about  the  difficulties  that  contract- 
ing the  disease  would  pose  for  an  individual.  These  vari- 
ables were  operationalized  in  the  present  proposal  as  the 
perceived  seriousness  of  an  unplanned  pregnany,  the  emotion- 
al arousal  associated  with  an  unplanned  pregnancy,  and  at- 
titudes toward  an  unplanned  pregnancy.  Items  that  were  in- 
ternally consistent  were  combined  to  form  an  index  of  per- 
ceived serousness. 

1.  If  you  became  pregnant  in  the  next  six  months, 
would  it  be  a problem? 

Yes  No 

2.  How  serious  a problem  would  the  pregnancy  be?^ 

Very  Serious  Serious  Somewhat  Slightly 

Problem  Problem  Serious  Serious 

Problem  Problem 

Suppose  that  sometime  in  the  next  six  months  you 
became  pregnant.  Take  a moment  to  imagine  how  you 
would  feel  about  the  pregnany.  Now,  answer  the 
following  questions  by  placing  a checkmark  in  the 


appropriate  space. 

If  I became  pregnant  in  the  next  six  months.  I 

would  feel: 

3. 

good 

bad 

4 . 

comfortable 

uncomfortable 

5. 

displeased 

pleased 

6 . 

upset 

calm 

7. 

happy 

sad 

8. 

blessed 

burdened 

9. 

depressed 

elated 

10. 

fortunate 

unfortunate 

11. 

miserable 

wonderful 

12. 

contented 

discontented 

^This  items  was  completed  only  by  respondents  who  had  indi- 
cated that  a pregnancy  in  the  next  six  months  would  be  a 
problem. 
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Sometimes  a pregnancy  occurs  at  a time  when 
neither  the  husband  nor  wife  want  it  to  occur. 
People  differ  in  their  feelings  and  thoughts  about 
an  unplanned  pregnancy.  We  would  like  to  know  how 
you  honestly  feel  about  an  unplanned  pregnancy. 

For  each  question,  indicate  the  extent  of  your 
agreement  or  disagreement  by  checking  the  response 
that  comes  closest  to  your  own  feelings. 

13.  An  unplanned  pregnancy  can  break  up  even  the  best 
of  marriages . 

14.  Children  who  were  not  planned  grow  up  to  be  just 
as  happy  as  those  who  were. 

15.  The  addition  of  an  unplanned  child  can  really 
strain  a family's  finances. 

16.  An  unplanned  pregnancy  isn't  such  a bad  thing. 

17.  An  unplanned  pregnancy  can  ruin  a couple's  plans 
for  a happy  family. 

18 . Deciding  what  to  do  about  an  unplanned  pregnancy 
brings  most  couples  closer  together. 

19.  An  unplanned  pregnancy  is  nothing  but  trouble. 

20.  An  unplanned  child  can  wreck  a person's  ambitions 
in  life. 

21.  An  unplanned  pregnancy  can  be  an  unexpected  source 
of  happiness. 

22.  An  unplanned  pregnancy  is  a real  crisis  for  most 
couples . 

23.  An  unplanned  child  doesn't  get  the  same  care  and 
attention  from  parents  as  a planned  child. 

24.  An  unplanned  pregnancy  is  an  exciting  challenge 
for  many  couples. 


All  items  were  assessed  on  a seven-Doint, 

i / 


strongly  agree- 


strongly-disagree  scale. 


Fatalism 

This  psychosocial  construct  was  operationalized  as  the 
degree  to  which  individuals  believe  they  can  prevent  the 
occurrence  of  an  unwanted  pregnancy: 


61 


State  the  extent  to  which  you  agree  or  disagree 
with  the  following  statement: 

If  a woman  is  meant  to  get  pregnant , she  will , 
regardless  of  whether  birth  control  is  used. 

Responses  were  assessed  on  a seven-point,  strongly  agree- 

strongly  disagree  scale. 

Socioeconomic  Status 


Socioeconomic  status  was  operationalized  as  a combina- 
tion of  the  following  measures  of  education  and  income 

What  was  the  last  grade  in  school  that  you  ac- 
tually completed?  (Circle  the  number  for  that 
grade . ) 

Responses  were  assessed  on  an  integer  scale,  with  values 

ranging  from  0 to  20  (or  more)  years  of  education. 

Please  look  at  the  following  list  and  check  the 
space  next  to  what  you  think  will  be  your  family's 
total  income  during  1982.  Be  sure  you  include 
wages,  income  from  business  or  farm,  interest, 
dividends,  social  security,  welfare,  and  any  other 
money  received  by  you  or  any  other  member  of  your 
family. 

Responses  were  assessed  on  a ratio  scale,  with  values  rang- 
ing from  zero  income  to  an  income  level  of  $40,000  or  higher. 


Interview  Procedure 

Interviews  were  conducted  by  trained  interviewers  and 
took  place  at  couples'  homes.  At  the  time  of  the  interview, 
respondents  read  and  signed  a consent  form  which  explained 
the  purpose  of  the  research  and  assured  confidentiality  of 
responses.  The  interview  began  by  physically  isolating 

Income  and  education  scores  were  combined  according  to  the 
procedure  outlined  by  Green  (1970). 


spouses  in  order  to  preclude  their  discussion  of  responses 
and  to  assure  privacy  of  their  individual  responses.  The 
first  instrument  contained  items  that  measured  demographic 
and  marital  information,  respondents'  current  description 
of  the  contraceptive^ ) being  used,  the  likelihood  of  using 
specific  methods  in  the  next  six  months,  and  the  perceived 
benefits  and  barriers  of  using  specific  methods.  Cues  re- 
garding spousal  intentions  and  spousal  perceptions  of  bene- 
fits and  barriers  were  also  tapped  by  this  instrument. 

Next,  spouses  completed  a questionnaire  together  which  as- 
sessed their  joint  expectancies  and  values  for  the  seven 
methods.  After  a break,  spouses  were  again  physically  iso- 
lated. Respondents  then  completed  an  instrument  which  as- 
sessed their  individual  perceptions  of  susceptibility  to  an 
unplanned  pregnancy,  the  seriousness  of  such  an  event,  and 
their  perceived  control  of  the  occurrence  of  pregnancy 
(fatalism).  As  these  instruments  contained  a large  number 
of  items,  the  interview  typically  was  of  two  hours'  dura- 
tion. Due  to  the  length  of  the  task  and  the  fact  that 
respondents  were  to  complete  a similar  set  of  instruments 
eight  months  subsequent  to  this  initial  interview,  it  was 
felt  necessary  to  compensate  couples  for  their  participation. 
Consequently,  couples  received  $15.00  for  their  completion 
of  the  interview. 


CHAPTER  III 
RESULTS 


In  Tables  1 and  2,  the  Pearson  product -moment  correla- 
tions obtained  among  the  variables  comprising  Models  I,  II, 
and  III  are  presented  for  wives  and  husbands,  respectively. 

For  both  wives  and  husbands,  socioeconomic  status  was  found 
to  be  positively  correlated  with  fatalism.  As  noted  in 
Chapter  2,  fatalism  was  scored  in  the  direction  of  lower 
numbers  indicating  greater  fatalism.  Thus,  the  positive 
correlation  indicates  that  wives  and  husbands  of  higher  soc- 
ioeconomic status  perceive  themselves  as  being  more  able  to 
prevent  the  occurrence  of  an  unplanned  pregnancy  than  wives 
and  husbands  of  lower  socioeconomic  status.  Socioeconomic 
status  was  also  found  to  be  positively  correlated  with  wives 1 
perceptions  of  the  multiple  benefits  and  barriers  associated 
with  the  pill  by  their  spouse.  This  relationship  suggests 
that  wives  of  higher  socioeconomic  status  perceive  their 
spouse  as  associating  the  pill  with  a greater  net  benefit 
than  wives  of  lower  socioeconomic  status. 

Wives ' perceptions  of  their  husbands ' views  were 
positively  correlated  with  fatalism.  Thus,  wives  who  believed 
that  their  husbands  associate  the  pill  with  a high  net  bene- 
fit were  less  likely  to  be  fatalistic  about  the  prevention  of 
an  unplanned  pregnancy.  Husbands'  perceptions  of  their  wives' 
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Table  1. 

Pearson  Product-Moment  Correlations  Among  Exogenous  and 
Endogenous  Variables  for  Models  I,  II,  and  III 

(Wives,  N=93) 
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Table  2. 

Pearson  Product-Moment  Correlations  Among  Exogenous  and 
Endogenous  Variables  for  Models  I,  II,  and  III 

(Husbands,  N=93) 
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views  were  positively  correlated  with  husbands ' perceived 
threat  of  an  unplanned  pregnancy  and  the  net  benefit  assoc- 
iated with  the  pill.  This  relationship  was  obtained  for 
husbands  when  either  just  the  benefit  of  efficacy  was 
considered  or  when  multiple  benefits  were  considered. 

Wives'  perceptions  of  their  husbands'  views  were  positive- 
ly correlated  with  wives ' threat  of  pregnancy  and  net  bene- 
fit only  when  multiple  benefits  were  considered.  This 
pattern  of  correlations  suggests  that  husbands'  perceptions 
of  their  wives'  views  are  similar  to  their  own,  regardless 
of  whether  a single  benefit  or  multiple  benefits  are  consid- 
ered. In  contrast,  wives'  perceptions  of  their  husbands' 
views  appear  to  be  similar  only  when  multiple  benefits  are 
considered. 

Among  both  groups  a positive  correlation  was  obtained 
between  spousal  cue,  limited  benefit  and  spousal  cue,  ex- 
panded benefit.  This  suggests  that  perceived  beliefs  regard- 
ing the  spouse's  perspective  toward  the  pill  are  reasonably 
similar,  regardless  of  whether  just  the  benefit  of  efficacy 
is  considered  or  whether  benefits  are  expanded  to  include 
other  dimensions. 

Finally,  behavioral  intentions  to  use  the  pill  were 
found  to  be  positively  correlated  with  wives ' perceived 
threat  and  limited  net  benefit  for  the  pill.  This  suggests 
that  wives  who  feel  more  threatened  by  an  unplanned  preg- 
nancy and/or  who  associate  higher  net  utility  with  the  pill 


67 


in  terms  of  efficacy  alone  are  more  likely  to  intend  to 
use  the  pill.  Among  husbands,  a positive  correlation  was 
obtained  between  behavioral  intentions  and  perceived  spous- 
al cue,  limited  benefit.  This  suggests  that  husbands  are 
more  likely  to  intend  to  have  the  wife  use  the  pill  when 
they  belief  their  spouse  associates  the  pill  with  greater 
net  utility  when  only  the  benefit  of  efficacy  is  consid- 
ered. Among  both  wives  and  husbands,  a positive  correla- 
tion was  obtained  between  behavioral  intentions  and  per- 
ceived spousal  cue,  expanded  benefit.  This  suggests  that 
both  wives  and  husbands  are  more  likely  to  have  the  wife 
intend  to  use  the  pill  when  they  believe  their  spouse  assoc- 
iates the  pill  with  greater  net  utility  along  positive 
dimensions  above  and  beyond  contraceptive  efficacy. 

Tables  1 and  2 also  present  the  means  and  standard 
deviations  for  each  item.  Recall  that  the  perceived  threat 
component  of  the  model  was  comprised  of  perceptions  of  sus- 
ceptibility to  an  unplanned  pregnancy  and  the  seriousness  of 
this  event.  In  the  present  study,  perceived  seriousness 
was  operationalized  as  several  items  which  assessed  the  emo- 
tional arousal  engendered  by  thoughts  of  an  unplanned  preg- 
nancy and  attitudes  toward  an  unplanned  pregnancy  (see  Chap- 
ter II)  . In  order  to  construct  an  index  of  perceived  serious 
ness,  Cronbach's  alpha  was  calculated  on  the  perceived  ser- 
iousness items.  An  alpha  of  .83  was  obtained  with  the  inclu 
sion  of  all  items  except  numbers  1,  2,  5,  6,  9,  and  11.  All 
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of  these  items  had  been  measured  on  a 7-point  scale,  with 
higher  numbers  indicating  greater  perceived  seriousness. 

The  mean  perceived  seriousness  for  wives  and  husbands  was 
3.50  and  3.16,  respectively.  As  noted  in  Chapter  II , per- 
ceived susceptibility  was  assessed  on  a zero  to  100  per 
cent  continuum,  with  higher  numbers  indicating  greater 
perceived  susceptibility.  The  mean  perceived  susceptibil- 
ity was  33.36  and  31.20  for  wives  and  husbands,  respective- 
ly. Given  the  mean  values  obtained  for  susceptibility  and 
seriousness,  it  appears  that  an  unplanned  pregnancy  was 
perceived  by  respondents  as  only  a somewhat  threatening 
event . 


Regression  Analysis 

The  test  of  the  multiplicative  assumption  of  the 
Health  Belief  Model  was  performed  by  regressing  intentions 
to  use  the  pill  on  a term  which  represented  the  product  of 
perceived  threat,  perceived  net  benefit,  and  perceived 
spousal  cue.  In  the  first  analysis,  net  benefit  was  opera- 
tionalized as  the  expectancy-value  product  associated  with 
the  benefit  of  efficacy  minus  multiple  barriers  associated 
with  using  the  pill.  Perceived  spousal  cue  was  operation- 
alized in  an  identical  manner.  In  the  second  analysis, 
the  concept  of  net  benefit  was  expanded  to  included  multi- 
ple benefits  of  the  pill.  Spousal  cue  in  this  analysis 
included  multiple  benefits  as  well. 
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For  the  wives,  the  first  analysis  revealed  that  the 
product  of  threat,  net  benefit,  and  perceived  spousal  cue 
is  useful  for  understanding  differences  in  intentions  to 
use  the  pill,  J (1,  91)  = 6.38,  £<  .03.  The  multiple 
correlation  coefficient  was  .255,  indicating  that  the  model 
explained  only  approximately  71  of  the  variation  in  in- 
tentions to  use  the  pill.  The  second  analysis  revealed 
that  when  the  perceived  net  benefit  of  the  pill  was  ex- 
panded to  include  aspects  other  than  efficacy,  the  multi- 
plicative model  was  not  significant,  £>.79.  For  the 
husbands,  both  the  first  and  second  analyses  yielded  non- 
significant effects  of  the  model,  jds>.58.  Thus,  support 
for  Hypothesis  I was  obtained  for  the  limited  benefit 
model  only  for  the  wives . 

Path  Analysis 

In  the  following  discussion  of  tests  of  the  models, 
regression  coefficients  are  reported  in  their  standardized 
form.  Estimates  of  the  structural  parameters  comprising 
the  models  were  obtained  via  multiple  regression  procedures 
performed  with  the  SPSS  program  (Nie,  1975).  These  estim- 
ates indicate  the  amount  of  change  in  standard  deviation 
nnits  for  intentions  to  use  the  pill  that  occurs  for  each 
unit  change  in  the  exogenous  variables . 
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Model  I 

In  Model  I,  the  perceived  benefit  component  of  the 
Health  Belief  Model  was  operationalized  as  the  perceived 
benefit  of  contraceptive  efficacy.  Perceived  barriers 
were  operationalized  as  all  negatively-valenced  expectancy- 
value  products . The  cue  component  of  the  model  was  oper- 
ationalized as  perceived  spousal  benefit  (i.e.,  efficacy) 
and  barriers  associated  with  the  pill.  Perceived  threat 
was  operationalized  as  the  product  of  perceived  susceptib- 
ility and  items  which  comprised  the  severity  index.  Since 
the  theory  states  that  both  perceived  threat  and  perceived 
benefit  minus  barriers  are  necessary  in  order  for  preventa- 
tive health  behavior  to  occur,  the  product  of  threat  and 
net  benefit  was  utilized  as  the  representation  of  this  re- 
lationship . 

In  path  analysis,  estimates  of  path  coefficients  are 
obtained  from  the  correlations  among  variables  comprising 
the  model.  As  Model  I was  originally  specified  in  Chapter 
I,  it  included  a greater  number  of  correlations  than  struc- 
tural parameters  to  be  estimated,  a condition  known  as  over- 
identification. Kenny  (1979,  p.  34)  notes  that  an  over- 
identified model  implies  that  there  is  more  than  one  way 
to  estimate  one  or  more  structural  parameters  in  the  system 
of  equations.  Thus,  he  suggests  that  a model  should  always 
be  just-identified. 
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A path  diagram  of  Model  I is  presented  in  Figure  4. 
Estimates  of  the  path  coefficients  obtained  for  wives  are 
included  in  the  figure.  The  relationships  among  the  var- 
iables are  represented  by  the  following  equations: 

= aXx  + bX2  + cX3  + hU 

X5  = dXl  + eX2  + fX3  + gX4  + iV 
where  X^  = socioeconomic  status,  X2  = fatalism,  X3  = per- 
ceived spousal  cue,  X^  = the  combination  of  perceived 
threat  and  net  benefit  associated  with  the  pill,  X^  = behav- 
ioral intentions  to  use  the  pill,  and  U and  V represent 
error  terms  associated  with  the  combination  of  threat  and 
net  benefit  and  intentions  to  use  the  pill,  respectively. 

Estimates  obtained  for  the  first  equation  represent 
the  joint  influence  of  socioeconomic  status,  fatalism,  and 
cue  on  the  combination  of  threat  and  net  benefit.  The  ob- 
tained estimates  were: 

X4  = .196X1  - .029X2  + .187X3  + .953U 

Tests  of  the  partial  regression  coefficients  revealed 
that  neither  socioeconomic  status,  fatalism,  nor  cue  have 
appreciable  direct  effects  on  perceived  threat  and  net 
benefit . 

The  following  estimates  were  obtained  for  the  second 
equation  described  above: 

X5  = -.063X1  - .014X2  + .131X3  + .262X4  + .950V 
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This  equation  estimated  the  direct  effects  of  per- 
ceived spousal  cue,  socioeconomic  status,  fatalism,  and 
the  combination  of  threat  and  net  benefit  on  intentions 
to  use  the  pill.  Tests  of  the  significance  of  the  rela- 
tionship between  each  variable  and  intentions  to  use 
the  pill  revealed  a significant  effect  only  for  the  comb- 
ination of  threat  and  net  benefit,  F (1,  91)  = 6.27, 
n<  .03.  This  finding  indicated  that  wives'  perceptions 
of  the  threat  of  unplanned  pregnancy,  the  benefit  of  ef- 
ficacy, and  numerous  barriers  associated  with  the  usage 
of  the  pill  have  a direct  influence  on  their  intentions 
to  use  the  pill.  This  finding  is  consistent  with  the 
causal  sequence  proposed  by  the  Health  Belief  Model.  As 
noted,  tests  of  the  partial  regression  coefficients  re- 
vealed that  neither  socioeconomic  status  nor  fatalism 
exerted  a significant  direct  impact  on  intentions  to  use 
the  pill.  Thus,  Hypothesis  V,  which  stated  that  the  paths 
from  socioeconomic  status  and  fatalism  to  intentions  to 
use  the  pill  would  be  significantly  different  from  zero, 
was  not  supported. 

The  indirect  effects  of  socioeconomic  status  and 
fatalism  on  intentions  to  use  the  pill  were  estimated  by 
the  following  equations : 

Indirect  effect^  = (aX^CdX^ 

Indirect  ef f ectpATALIS^  = (bX2)(dx^ 


The  obtained  estimates  were: 

Indirect  effectSES  = (.196) (.262)  = .051 
Indirect  3f f ectFATALISM  = (- . 029) ( .262)  = -.008 
These  estimates  indicated  that  neither  socioeconomic 
status  nor  fatalism  exert  a significant  indirect  effect 
on  intentions  to  use  the  pill. 

Specht  (1975)  has  suggested  that  the  generalized 

O 

multiple  correlation  coefficient,  R“ , can  be  used  to  estim- 
ate the  amount  of  variance  accounted  for  by  a recursive 
path  model.  This  coefficient  is  interpreted  in  the  same 

way  as  the  ordinary  squared  multiple  correlation  coefficient, 
2 2 

R . The  Rm  value  obtained  for  Model  I,  wives  was  .156, 
indicating  that  it  accounts  for  approximately  16%  of  the 
variation  in  intentions  to  use  the  pill  among  wives. 

The  path  diagram  and  estimates  of  structural  parameters 
for  husbands  are  presented  in  Figure  5.  A just-identified 
model  of  Model  I was  obtained  by  adding  a path  from  per- 
ceived spousal  cue  to  the  combination  of  threat  and  net 
benefit  for  the  pill. 

Regression  analysis  yielded  the  following  estimates 
of  the  impact  of  socioeconomic  status,  fatalism,  and  cue 
on  the  combination  of  threat  and  net  benefit  for  the  pill: 

X4  = •055X1  + .120X2  + .419X3  + .905U 
Tests  of  the  partial  regression  coefficients  revealed 
that  neither  socioeconomic  status  nor  fatalism  have  a sig- 
nificant influence  on  perceived  threat  and  net  benefit.  The 
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coefficient  which  estimated  the  direct  impact  of  cue  on 
threat  and  net  benefit  was,  however,  significant,  F (1,  91) 

= 18.71,  p < .001. 

The  second  equation  that  was  estimated  pertained  to 
the  direct  effects  of  socioeconomic  status,  fatalism,  per- 
ceived spousal  cue,  and  the  combination  of  threat  and  net 
benefit  on  intentions  to  use  the  pill.  The  obtained  estim- 
ates were: 

X5  = -.003X-L  + .233X2  + .285X3  -.076X4  + .948V 

Tests  of  significance  of  the  partial  regression  coef- 
ficients representing  the  direct  effect  of  the  combination 
of  threat  and  benefit  on  intentions  failed  to  reveal  a sig- 
nificant effect,  £>  .25.  This  finding  is  inconsistent  with 
the  proposed  causal  sequence  of  the  Health  Belief  Model,  and 
contrasts  with  the  results  obtained  for  wives  with  Model  I. 

Tests  of  the  partial  regression  coefficients  also  re- 
vealed that  fatalism  had  a significant  direct  impact  on  in- 
tentions, F (1,  91)  = 4.44,  £<.05,  but  that  socioeconomic 
status  had  no  significant  effect  (£>  .25).  Thus,  Hypothesis 
IV,  which  stated  that  socioeconomic  status  and  fatalism  would 
exert  a direct  impact  on  intentions , was  supported  for 
fatalism,  but  was  not  supported  for  socioeconomic  status. 

A significant  effect  was  also  obtained  for  perceived  spousal 
cue,  F (1,  91)  = 6.43,  £<  .03,  indicating  that  husbands' 
intentions  for  the  couple  to  use  the  pill  are  directly 
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impacted  by  their  perceptions  of  the  net  benefit  and 
barriers  associated  with  the  pill  by  their  wives.  Thus, 
Hypothesis  VI,  which  stated  that  spousal  cue  would  be  sig- 
nificant for  husbands  but  not  significant  for  wives,  was 
supported  in  tests  of  Model  I. 

Estimates  of  the  indirect  effects  of  socioeconomic 
status  and  fatalism  were  -.004  and  -.009,  respectively. 

These  estimates  indicated  that  neither  socioeconomic  status 
nor  fatalism  have  an  appreciable  indirect  effect  on  inten- 
tions to  use  the  pill. 

The  generalized  multiple  correlation  coefficient  ob- 
tained for  Model  I,  husbands  was  .264,  indicating  that  the 
model  explained  approximately  26%  of  the  variation  in  hus- 
bands' intentions  for  their  wife  to  use  the  pill. 

Thus,  tests  of  Model  I for  wives  revealed  that  neither 
SES,  fatalism,  nor  perceived  spousal  cue  had  a significant 
direct  impact  on  the  combination  of  perceived  threat  and  net 
benefit.  Socioeconomic  status,  fatalism,  and  perceived 
spousal  cue  also  failed  to  exhibit  significant  direct  effects 
on  intentions  to  use  the  pill.  Threat  and  benefit  was,  how- 
ever, found  to  have  a significant  impact  on  intentions  to  use 
the  pill,  a finding  consistent  with  the  causal  sequence  of 
the  model. 

Tests  of  Model  I for  husbands  revealed  a different 
pattern  among  the  variables.  It  was  found  that  perceived 
threat  and  net  benefit  did  not  exert  a significant  direct 
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impact  on  intentions;  however,  direct  effects  were  obtained 
for  perceived  spousal  cue  and  fatalism.  As  was  the  case 
for  wives,  socioeconomic  status  and  fatalism  were  not  found 
to  have  significant  direct  effects  on  perceived  threat  and 
net  benefit.  However,  perceived  spousal  cue  was  found  to 
impact  directly  on  threat  and  net  benefit  for  husbands. 

Model  II 

The  second  model  that  was  tested  expanded  Model  I by 
means  of  a broadened  conceptualization  of  the  perceived  bene- 
fits component  of  the  Health  Belief  Model  Perceived  benefits 
in  Model  II  consisted  of  all  the  positive-valenced  expectancy 
value  products  that  resulted  from  the  combination  of  positive 
expectancies  with  positive  values,  or  negative  expectancies 
with  negative  values.  As  in  Model  I,  barriers  were  operation 
alized  as  negatively-valenced  expectancy-value  products.  The 
path  diagram  for  Model  II  for  wives , along  with  the  obtained 
estimates  of  parameters,  are  represented  by  Figure  6. 

As  it  was  originally  specified  in  Chapter  I,  Model  II 
was  also  an  overidentified  model,  with  one  more  correlation 
than  structural  parameter  which  could  be  estimated.  Thus, 
the  path  from  perceived  spousal  cue  to  perceived  threat  and 
expanded  net  benefit  was  again  added. 

The  first  equation  that  was  estimated  represented  the 
joint  influence  of  socioeconomic  status,  fatalism,  and 
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perceived  spousal  cue  on  the  combination  of  threat  and  net 
benefit.  The  following  estimates  were  obtained; 

X4  = -.112X1  - .097X2  + .325X3  + .953U 
Tests  of  whether  each  partial  regression  coefficient  was 
significantly  different  from  zero  revealed  that  Hypothesis  IV 
was  not  supported  for  either  socioeconomic  status  or  fatalism. 
However,  a significant  effect  of  perceived  spousal  cue  was 
obtained,  F (1,  91)  = 8.75,  £<.01. 

The  following  estimates  of  the  direct  effects  of  socio- 
economic status,  fatalism,  perceived  spousal  cue,  and  the 
combination  of  threat  and  net  benefit  on  intentions  to  use 
the  pill  were  obtained 

X5  = -.143X1  - .095X2  + .414X3  - .126X4  + .931V 
Tests  of  the  partial  regression  coefficients  yielded 
positive  results  only  for  spousal  cue,  F (1,  91)  = 13.47, 

£<  .001.  This  finding  indicated  that  wives'  perceptions  of 
the  multiple  benefits  and  barriers  associated  with  the  pill 
by  their  spouses  had  a direct  influence  on  their  own  inten- 
tions to  use  this  method.  The  finding  that  the  combination 
of  threat  and  net  benefit  for  the  pill  did  not  exert  a direct 
impact  on  intentions  is  inconsistent  with  the  proposed  causal 
sequence  of  the  Health  Belief  Model. 

Tests  of  the  partial  regression  coefficients  failed  to 
reveal  significant  direct  effects  on  intentions  for  either 
socioeconomic  status  or  fatalism.  Thus,  Hypothesis  V,  which 
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stated  that  socioeconomic  status  and  fatalism  would  exert 
a significant  direct  impact  on  intentions,  was  not  sup- 
ported. 

Estimates  of  the  indirect  effects  of  socioeconomic 
status  and  fatalism  on  intentions  to  use  the  pill  were  .014 
and  .012,  respectively.  These  estimates  revealed  that 
neither  socioeconomic  status  nor  fatalism  exert  a signific- 
ant impact  on  intentions  to  use  the  pill. 

The  generalized  multiple  correlation  coefficient  ob- 
tained for  Model  II,  wives  was  .212,  indicating  that  the 
model  accounted  for  21%  of  the  variation  in  intentions  to 
use  the  pill  among  wives.  This  proportion  is  greater  than 
the  16%  explained  by  Model  I,  and  thus  is  consistent  with 
the  expectation  expressed  in  Hypothesis  II. 

The  path  diagram  of  Model  II  for  husbands,  along  with 
the  obtained  estimates  of  the  parameters  of  interest,  is 
presented  in  Figure  7. 

The  following  estimates  of  the  joint  impact  of  socio- 
economic status,  fatalism,  and  cue  on  threat  and  net  benefit 
for  the  pill  were  obtained: 

X4  = -.033X1  - .002X2  + . 555X3  + . 834U 

Tests  of  the  significance  of  the  partial  regression  co- 
efficients failed  to  reveal  significant  effects  of  socioecon- 
omic status  and  fatalism  on  the  combination  of  threat  and 
net  benefit.  Thus,  Hypothesis  IV  was  not  supported.  As  was 
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the  case  for  Model  II,  wives,  spousal  cue  was  found  to  have 
a significant  direct  effect  on  threat  and  benefit,  F (1,  91) 

= 37.00,  p_<  .0001. 

Estimates  of  the  joint  impact  of  socioeconomic  status, 
fatalism,  cue,  and  the  combination  of  threat  and  benefit  on 
intentions  to  use  the  pill  revealed  the  following: 

X5  = -.059X1  + .217X2  +.372X3  -.270X4  + .931V 

Tests  of  the  partial  regression  coefficients  revealed 
significant  effects  for  fatalism,  F (1,  91)  = 4.03,  £<  .05, 
the  combination  of  threat  and  benefit,  F (1,  91)  = 5.14, 
£<•05,  and  perceived  spousal  cue,  F (1,  91)  = 9.49,  £<.01. 
The  significant  effect  obtained  for  threat  and  benefit  is 
consistent  with  the  causal  sequence  of  the  Health  Belief 
Model,  wherein  the  perceived  threat  of  an  unplanned  pregnancy 
and  perceived  benefits  minus  barriers  are  viewed  as  having  a 
direct  impact  on  intentions  to  use  the  pill.  Recall  that 
Hypothesis  V stated  that  socioeconomic  status  and  fatalism 
would  exert  significant  direct  effects  on  intentions  to  use 
the  pill.  The  above  findings  indicate  that  this  hypothesis 
is  supported  for  fatalism  only.  The  findings  also  indicated 
that  husbands'  perceptions  of  the  benefits  and  barriers 
associated  with  the  pill  by  their  wives  have  a significant 
direct  impact  on  couples'  intentions  to  use  the  pill.  This 
finding  is  identical  to  that  obtained  for  Model  II  for  wives. 
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Thus,  Hypothesis  VI,  which  stated  that  intentions  would  not 
be  directly  impacted  by  spousal  cue  for  wives,  but  would  be 
for  husbands,  was  not  supported  in  tests  of  Model  II. 

Estimates  of  the  indirect  effects  of  socioeconomic 
status  and  fatalism  were  .009  and  .001,  respectively.  These 
estimates  revealed  virtually  no  indirect  effect  of  socioecon- 
omic status  and  fatalism  on  intentions  to  use  the  pill. 

The  generalized  multiple  correlation  coefficient  obtained 
for  Model  II,  husbands,  was  .396,  indicating  that  the  model 
explained  approximately  40%  of  the  variation  in  husbands' 
intentions  for  the  wife  to  use  the  pill.  This  proportion  is 
greater  than  the  26%  explained  by  Model  I,  husbands.  Thus, 
the  expectation  expressed  in  Hypothesis  II  was  supported 
for  husbands . 

The  results  of  tests  of  Model  II  indicate  that  for 
both  wives  and  husbands,  perceived  spousal  cue  has  a direct 
impact  on  perceived  threat  and  net  benefit.  Cue  was  also 
found  to  impact  directly  on  intentions  to  use  the  pill  for 
both  husbands  and  wives.  While  the  threat  of  unplanned  preg- 
nancy and  perceived  net  benefit  is  an  additional  factor  that 
influences  husbands'  intentions,  this  variable  does  not 
appear  to  be  an  important  determinant  of  wives'  intentions. 
Finally,  perceptions  of  the  degree  to  which  an  unplanned 
pregnancy  can  be  avoided  (i.e.,  fatalism)  had  a significant 
impact  on  intentions  for  husbands,  but  not  for  wives. 
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Model  III 

Model  III  took  the  Health  Belief  Model  a step  further 
by  including  the  model  a relevant  contraceptive  alternative 
to  the  pill.  The  alternative  birth  planning  method  was  oper- 
ationalized in  the  present  analysis  as  a term  which  repre- 
sents the  perceived  multiple  benefits  and  barriers  of  that 
method.  As  noted  in  Chapter  I,  Severy's  (1982)  study  of 
contraceptive  decisionmaking  suggests  that  the  relevant 
contraceptive  alternative  to  using  the  pill  for  wives  is  the 
intrauterine  device  (IUD).  For  husbands,  the  diaphragm 
appears  to  be  relevant  to  intentions  to  use  the  pill. 

The  path  diagram  of  Model  III  for  wives  and  resultant 
estimates  of  parameters  are  presented  in  Figure  8.  Model 
III  was  an  overidentified  model  that  had  three  more  correl- 
ations than  structural  parameters  to  be  estimated.  To  ob- 
tain an  appropriate  just-identified  model,  three  paths  were 
added:  cue  to  threat  and  benefit-pill,  cue  to  net  benefit- 

IUD,  and  threat  and  benefit-pill  to  net  benefit-IUD  (see 
Figure  8 ) . 

Model  III  is  represented  by  the  following  equations: 

X4  = aXx  + bX2  + cX3  + mU 

X5  = dXj  + eX2  + fX3  + gX4  + nV 

X6  = hXx  + iX2  + jX3  + kX4  + 1X5  + oW 

where  X^  = socioeconomic  status,  X2  = fatalism,  X3  = per- 
ceived spousal  cue,  X4  = the  combination  of  perceived  threat 
and  net  benefit-pill,  X^  = perceived  net  benefit-IUD, 
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= behavioral  intentions  to  use  the  pill,  and  U,  V,  and 
o 

W represent  error  terms  associated  with  the  combination  of 
threat  and  net  benefit-pill,  perceived  net  benefit-IUD, 
and  intentions  to  use  the  pill,  respectively. 

Estimates  of  the  direct  effects  of  socioeconomic  status, 
fatalism,  and  perceived  spousal  cue  on  threat  and  net  bene- 
fit-pill were  previously  obtained  via  regression  analysis 
performed  for  Model  II,  wives  (see  page  79).  These  estimates 
were : 

X4  = -.112X1  -.097X2  +.325X3  + .953U 
Estimates  of  the  impact  of  these  three  variables  on  net 
benefit-IUD  were  obtained  as  follows: 

X5  = -.166X1  -.130X2  + .086X3  + .118X4  + .966V 
Tests  of  the  partial  regression  coefficients  revealed 
that  perceived  spousal  cue  exerts  a direct  effect  on  per- 
ceived threat  and  net  benefit-pill,  F (1,  91)  = 8.75,  £<.01. 
Tests  of  the  partial  regression  coefficients  failed  to  yield 
significant  effects  of  socioeconomic  status  or  fatlism  on 
either  the  combination  of  threat  and  benefit-pill  or  net  bene- 
fit-IUD. 

Regression  analysis  performed  on  the  third  equation  de- 
lineated above  yielded  the  following  estimates  of  the  direct 
impact  on  intentions  to  use  the  pill  of  socioeconomic  status, 
fatalism,  cue,  the  combination  of  threat  and  net  benefit-pill, 
and  perceived  net  benefit-IUD: 

X,  = -.163X,  - .111X0  + . 425X-  - .112X,  - .122X,  +.923W 

6 1 2 3 4 5 
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Tests  of  the  partial  regression  coefficients  revealed 
a significant  direct  impact  only  for  spousal  cue,  F (1,  91) 

= 14.15,  £<.001.  Thus,  Hypothesis  V,  which  stated  that 
socioeconomic  status  and  fatalism  would  not  exert  a signif- 
icant direct  impact  on  intentions  to  use  the  pill,  was  not 
supported.  In  addition,  the  failure  of  the  combination  of 
threat  and  net  benefit-pill  to  exhibit  a direct  impact  on 
intentions  is  inconsistent  with  the  proposed  causal  sequence 
of  the  model. 

Estimates  of  the  indirect  effects  of  socioeconomic 
status  and  fatalism  on  intentions  to  use  the  pill  were  ob- 
tained via  the  following  equations : 

Indirect  effect^  = gX4  [ (aX1>  (kX4)  + (dX]_)  (1X5)  ] 
Indirect  ef f ectpATAL=gX4  [ (bX2) (kX4)+(eX2) (lX^) ] 

The  obtained  estimates  were  .004  and  .003  for  socioecon- 
omic status  and  fatalism,  respectively.  These  estimates 
revealed  that  neither  variable  exerts  an  appreciable  indir- 
ect effect  on  intentions  to  use  the  pill. 

The  generalized  multiple  correlation  coefficient  ob- 
tained for  Model  III,  wives  was  .277,  indicating  that  the 
model  explained  28 1 of  the  variation  in  intentions  to  use 
the  pill  among  wives.  This  proportion  is  higher  than  that 
obtained  for  either  Model  I,  wives  or  Model  II,  wives.  Thus, 
the  expectation  expressed  in  Hypothesis  III  was  supported. 

Figure  9 presents  Model  III  for  husbands  and  the  result- 
ant estimates  of  the  parameters  of  interest  in  this  model.  As 
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was  the  case  for  Model  III,  wives,  the  model  is  overidenti- 
fied, with  three  more  correlations  than  structural  parameters 
that  can  be  estimated.  To  obtain  a jus t-identif ied  model, 
the  following  paths  were  added:  perceived  spousal  cue  to 

perceived  threat  and  net  benefit-pill,  perceived  spousal  cue 
to  net  benefit-diaphragm,  and  threat  and  net  benefit-pill  to 
net  benefit-diaphragm  (see  Figure  9). 

Estimates  of  the  direct  effects  of  socioeconomic  status, 
fatalism,  and  perceived  spousal  cue  on  threat  and  benefit- 
pill  were  previously  obtained  via  regression  analysis  per- 
formed for  Model  II,  husbands  (see  page  80).  These  estimates 
were : 

X4  = -.033X1  -.002X2  + .555X3  + . 834U 
Estimates  of  the  direct  impact  of  these  three  variables 
on  net  benefit-diaphragm  were  obtained  as  follows: 

X5  = .065X1  - . 05lX2  + .008X3  + .115X4  + .990V 
Tests  of  the  above  partial  regression  coefficients 
revealed  that  perceived  spousal  cue  had  a direct  impact  on 
threat  and  net  benefit-pill,  F (1,  91)  = 37.99,  £<.0001. 

No  significant  effects  of  socioeconomic  status  and  fatalism 
on  either  threat  and  net  benefit-pill  or  net  benefit-diaphragm 
were  obtained. 

The  following  estimates  of  the  direct  effects  of  socio- 
economic status,  fatalism,  cue,  threat  and  net  benefit-pill, 
and  net  benefit-diaphragm  on  intentions  to  use  the  pill  were 
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X6  = -.054X1+.213X2+.373X3-.261X4-.081X5+.928U 

Tests  of  the  partial  regression  coefficients  revealed 
that  spousal  cue  and  threat  and  net  benefit-pill  had  signif- 
icant effects,  F (1,  91)  = 9.48,  £<.001  and  F (1,  91)  = 

4.73,  £<.05,  respectively.  The  significant  coefficient 
obtained  for  threat  and  net  benefit-pill  is  consistent  with 
the  proposed  causal  sequence  of  the  model.  Since  neither 
socioeconomic  status  nor  fatalism  was  found  to  have  a direct 
impact  on  intentions,  Hypothesis  V was  not  supported. 

Estimates  of  the  indirect  effects  of  socioeconomic 
status  and  fatalism  were  .000  and  .001,  respectively.  These 
estimates  revealed  that  socioeconomic  status  and  fatalism 
exerted  very  small  indirect  effects  on  intentions  to  use  the 
pill. 

The  generalized  multiple  correlation  coefficient  ob- 
tained for  Model  III,  husbands  was  .413,  indicating  that  the 
model  accounted  for  41%  of  the  variation  in  husbands'  inten- 
tions for  the  wife  to  use  the  pill.  This  proportion  was 

slightly  higher  than  that  obtained  for  Model  II,  husbands 
2 

(where  Rm  = .396)  and  more  than  that  obtained  for  Model  I, 

2 

husbands  (where  = .264).  Thus,  the  expectation  expressed 
in  Hypothesis  III  was  supported  for  husbands. 

Thus,  tests  of  Model  III  for  wives  and  husbands  failed 
to  reveal  a direct  impact  of  socioeconomic  status  and  fatal- 
ism on  either  the  combination  of  perceived  threat  and  net 
benefit-pill  or  net  benefit  for  the  alternative  birth  planning 
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method.  In  addition,  the  indirect  effects  of  socioeconomic 
status  and  fatalism  on  intentions  to  use  the  pill  were  neg- 
ligible. In  contrast,  perceived  spousal  cue  was  found  to 
impact  directly  upon  both  perceived  threat  and  net  benefit- 
pill  and  intentions  to  use  the  pill  for  both  wives  and  hus- 
bands. Finally,  intentions  to  use  the  pill  were  also  found 
to  be  impacted  directly  by  threat  and  net  benefit-pill  for 
husbands,  but  not  for  wives. 

The  results  may  be  summarized  as  follows.  Tests  of  the 
multiplicative  assumption  of  the  Health  Belief  Model  revealed 
that  when  benefits  were  limited  to  efficacy,  the  model  ex- 
plained approximately  11  of  the  variance  in  intentions  among 
wives,  but  an  insignificant  percentage  among  husbands.  When 
benefits  were  expanded  to  include  other  dimensions,  the  model 
did  not  explain  a significant  percentage  of  the  variance  in 
intentions  to  use  the  pill  for  either  husbands  or  wives. 

Path  - analytic  tests  of  Model  I for  both  groups  revealed 
that  neither  socioeconomic  status  nor  fatalism  had  direct 
effects  on  the  combination  of  threat  and  net  benefit  when  bene- 
fits were  limited  to  efficacy.  The  same  results  were  obtained 
in  tests  of  Model  II,  where  benefits  were  expanded.  Tests  of 
Model  III  for  both  groups  indicated  that  neither  socioeconomic 
status  nor  fatalism  had  significant  direct  effects  on  the 
perceived  net  benefit  associated  with  the  alternatives  of  the 
IUD  and  the  diaphragm.  Tests  of  the  models  also  revealed  that 
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for  both  husbands  and  wives,  socioeconomic  status  failed  to 
exert  a direct  impact  on  intentions  to  use  the  pill.  Fatal- 
ism was  found  to  exert  a direct  effect  on  intentions  for 
husbands  only. 

The  results  of  Model  I,  wives  revealed  that  wives'  in- 
tentions to  use  the  pill  were  directly  impacted  only  by 
their  perceptions  of  the  threat  of  pregnancy  and  the  net  bene- 
fit associated  with  the  pill.  Perceived  spousal  cue  was  not 
found  to  exert  an  effect  on  intentions  in  this  model.  In 
contrast,  the  estimates  obtained  for  Model  II  indicated  that 
wives'  intentions  were  not  impacted  by  their  own  perceptions, 
but  were  affected  in  both  a direct  and  indirect  manner  by  the 
perceived  beliefs  of  the  spouse.  An  opposite  pattern  of 
results  was  obtained  among  husbands.  Tests  of  Model  I 
revealed  that  when  only  the  benefit  of  efficacy  was  included, 
husbands'  intentions  were  guided  by  the  perceived  beliefs  of 
their  spouse.  The  estimates  obtained  for  Model  II,  husbands 
revealed  that  when  multiple  benefits  were  considered,  hus- 
bands' intentions  were  guided  by  both  their  perceptions  of 
their  spouse's  views,  as  well  as  their  own  views. 


CHAPTER  IV 
DISCUSSION 


The  present  research  effort  tested  the  applicability 
of  the  Health  Belief  Model  to  the  arena  of  contraceptive 
decisionmaking.  Regression  and  path  analyses  were  employed 
to  test  several  assumptions  of  the  model.  The  following 
section  reviews  the  findings  that  were  obtained,  and  dis- 
cusses the  implications  of  these  findings. 

The  first  assumption  of  the  Health  Belief  Model  that 
was  tested  was  that  intentions  to  use  the  pill  are  a multi- 
plicative function  of  perceived  threat,  net  benefit  associ- 
ated with  the  pill,  and  perceived  spousal  cue.  The  results 
indicated  that  for  the  wives,  the  multiplicative  function 
was  useful  in  understanding  intentions  when  the  benefits  of 
using  the  pill  were  limited  to  contraceptive  efficacy  only. 
When  benefits  were  expanded  to  include  dimensions  other  than 
efficacy,  the  model  was  not  found  to  be  helpful  in  under- 
standing intentions.  However,  the  model  which  employed 
limited  net  benefit  explained  a rather  small  percentage  of 
the  variance  in  contraceptive  intentions.  For  the  husbands, 
tests  of  the  multiplicative  assumption  failed  to  yield  sig- 
nificant results  for  either  model.  Thus,  it  appears  that 
a multiplicative  relationship  among  perceptions  of  threat, 
net  benefit,  and  beliefs  associated  with  the  pill  is  not  a 
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generally  useful  way  to  represent  the  relationship  between 
these  components  of  the  Health  Belief  Model  and  intentions 
to  use  the  pill. 

Another  assumption  of  the  Health  Belief  Model  that  was 
tested  concerned  the  relationship  between  the  "sociopsycho- 
logic" variables  of  socioeconomic  status  and  fatalism  and 
intentions  to  use  the  pill.  The  model  states  that  this  class 
of  variables  should  impact  on  intentions  in  an  indirect  man- 
ner only,  via  psychological  mediation  of  perceived  threat  and 
net  benefit.  Tests  of  Models  I and  II  for  both  husbands  and 
wives  consistently  failed  to  reveal  significant  direct  effects 
of  socioeconomic  status  on  intentions  to  use  the  pill.  At 
first  glance,  this  finding  appears  to  support  the  model's 
assumption  of  psychological  mediation.  However,  tests  of 
the  direct  effects  of  socioeconomic  status  on  perceived  threat 
and  net  benefit  also  consistently  failed  to  reveal  significant 
findings  for  both  husbands  and  wives.  Thus,  it  appears  that 
socioeconomic  status  does  not  exert  a significant  effect  on 
perceptions  of  threat  and  of  the  benefits  and  barriers  assoc- 
iated with  the  pill.  This  finding  is  inconsistent  with  the 
results  obtained  by  others  (e.g.,  Langlie,  1977;  Bullough, 
1972)  who  have  found  that  in  addition  to  exerting  a direct 
effect  on  health  behavior,  socioeconomic  status  also  exerts 
an  indirect  effect  via  its  influence  on  health  beliefs. 

As  noted  above,  the  results  of  the  present  study  also 
suggest  that  socioeconomic  status  does  not  exert  a signif- 
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icant  direct  impact  on  intentions  to  use  the  pill.  This 
finding  is  consistent  with  the  results  obtained  by  Severy 
(1982) , who  also  found  that  intentions  to  use  the  pill 
among  Caucasian  wives  and  husbands  did  not  vary  as  a function 
of  socioeconomic  status. 

One  factor  which  may  blunt  the  impact  of  socioeconomic 
status  on  intentions  to  use  the  pill  is  the  removal  of  the 
economic  barrier  that  is  involved  in  using  this  method.  Since 
the  pill  is  readily  available  at  birth  planning  clinics,  low- 
income  couples  would  not  be  prevented  from  using  this  method 
on  the  basis  of  economics  alone.  It  may  be  the  case,  however, 
that  the  lack  of  a relationship  between  socioeconomic  status 
and  intentions  in  the  present  study  is  due  to  a statistical 
artifact.  The  socioeconomic  status  values  obtained  for 
respondents  in  the  present  sample  ranged  from  47.00  to  70.10, 
with  the  possible  range  of  values  being  from  30.80  to  76.50. 
Hence,  the  range  of  socioeconomic  values  included  in  the 
sample  appears  to  be  moderately  restricted.  This  restriction 
of  range  suggests  that  the  relationships  between  socioeconomic 
status  and  the  combination  of  perceived  threat  and  net  benefit, 
and  socioeconomic  status  and  intentions  to  use  the  pill,  may 
have  been  underestimated  (Cohen  & Cohen,  1975). 

The  findings  with  respect  to  fatalism  differed  as  a 
function  of  gender.  For  the  wives,  fatalism  was  not  found  to 
have  significant  direct  effects  on  either  perceived  threat 
and  net  benefit-pill  (both  limited  and  expanded  models), 
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perceived  net  benefit  for  the  IUD,  or  intentions  to  use 
the  pill.  Tests  of  Models  I and  II  among  husbands,  however, 
revealed  that  although  fatalism  did  not  exert  a significant 
direct  impact  on  perceived  threat  and  net  benefit,  it  did 
affect  intentions  to  use  the  pill  in  a direct  manner.  This 
finding  indicates  that  husbands  who  perceive  themselves  as 
being  able  to  prevent  an  unplanned  pregnancy  are  more  likely 
to  intend  that  the  couple  use  the  pill  than  those  husbands 
who  do  not  perceive  themselves  as  being  able  to  prevent  an 
unplanned  pregnancy.  This  finding  is  similar  to  that  ob- 
tained by  Bullough  (1972),  who  found  an  inverse  relationship 
between  the  planning  status  of  the  most  recent  birth  and 
fatalism  among  low-income  women.  The  findings  of  the  present 
research  effort  suggest  that  perceived  control  (or  lack  of 
it)  among  husbands  is  also  important  to  the  understanding  of 
contraceptive  choice  and  family  planning  behavior. 

Tests  of  Models  I,  II,  and  III  revealed  differential 
effects  of  the  combination  of  perceived  threat  and  net  bene- 
fit and  perceived  spousal  cue  as  a function  of  gender. 

Among  wives,  estimates  of  Model  I revealed  that  threat  and 
benefit  had  a direct  effect  on  intentions,  but  perceived 
spousal  cue  did  not.  Tests  of  Model  II  for  wives  revealed 
the  opposite  pattern,  with  perceived  spousal  cue  having  a 
direct  effect  on  both  perceived  threat  and  benefit  and  in- 
tentions to  use  the  pill.  However,  perceived  threat  and 
net  benefit  did  not  have  a direct  effect  on  intentions. 
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It  appears  that  when  considering  the  sole  benefit  of  contra- 
ceptive efficacy,  wives'  intentions  are  guided  by  their  own 
perceived  threat  and  beliefs  about  the  pill,  but  are  not 
affected  by  the  beliefs  they  perceive  to  be  held  by  their 
spouse.  In  contrast,  when  considering  efficacy  as  well  as 
other  rewards  associated  with  the  use  of  the  pill,  wives' 
intentions  appear  to  be  guided  by  the  perceived  beliefs  of 
the  husband  to  the  exclusion  of  wives ' own  perceived  threat 
of  pregnancy  and  perceive  net  benefit  of  the  pill. 

Hollerbach  (1980)  has  outlined  a typology  of  decision- 
making styles  which  are  characterized  by  the  type  of  social 
power  employed  (e.g.,  coercive,  referent),  the  processes  by 
which  influence  is  exerted  (e.g.,  closed  or  open  communica- 
tion channels),  and  the  resultant  power  outcomes  of  these 
processes  (e.g.,  joint  or  passive  decisions).  The  above 
finding  suggests  that  wives'  intentions  to  use  the  pill  are 
the  result  of  a passive  decisionmaking  process.  This  process 
is  characterized  as  one  in  which  partners  do  not  openly 
communicate  with  each  other;  rather,  they  make  decisions  on 
the  basis  of  perceived  attitudinal  concordance  among  them- 
selves. Hollerbach  describes  this  pattern  of  decisionmaking 
as  characteristic  of  relationships  which  emphasize  the  rein- 
forcement, coercive,  and  legitimate  bases  of  power.  As  the 
effects  of  marital  variables  on  intentions  to  use  the  pill 
were  not  examined  in  the  present  study,  it  is  not  known 
whether  the  relationship  among  respondents  in  the  sample  is 


99 


consistent  with  the  typology  outlined  by  Hollerbach. 

Among  husbands,  tests  of  Model  I revealed  that  per- 
ceived spousal  cue  had  both  direct  and  indirect  effects 
on  intentions , whereas  husbands ' perceived  threat  and  net 
limited  benefit  had  no  direct  effect  on  intentions.  Tests 
of  Models  II  and  III  revealed  that  when  benefits  were  ex- 
panded to  include  rewards  other  than  efficacy,  husbands' 
perceived  threat  and  net  benefit  had  a direct  effect  on 
intentions.  Perceived  spousal  cue  continued  to  have  both 
direct  and  indirect  effects  on  husbands ' intentions  in 
Models  II  and  III.  These  findings  suggest  that  when  hus- 
bands focus  on  the  sole  benefit  of  efficacy,  their  intentions 
are  guided  by  the  perceived  beliefs  of  their  spouse.  Given 
the  findings  obtained  for  Model  I,  wives,  it  appears  that 
when  focusing  on  the  sole  benefit  of  efficacy,  wives  focus  on 
their  own  perceived  threat  and  net  benefit  associated  with 
the  pill,  while  husbands  focus  on  the  perceived  net  benefit 
associated  with  the  pill  by  their  wife.  This  implies  that 
when  the  decision  about  whether  to  use  the  pill  is  made  on 
the  basis  of  efficacy  alone,  both  husbands'  and  wives'  in- 
tentions are  guided  by  the  wife's  beliefs  (that  is,  by  the 
wife's  actual  beliefs  in  the  case  of  her  intentions,  or  by 
her  perceived  beliefs,  in  the  case  of  her  husband's  in- 
tentions). This  reliance  on  the  wife's  attitude  may  reflect 
greater  and/or  more  accurate  knowledge  about  contraceptive 
efficacy  that  is  held  by  the  wives. 
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In  contrast  to  the  above,  when  multiple  benefits  of 
the  pill  are  considered,  wives'  intentions  are  guided  by  the 
perceived  net  benefit  of  the  husband,  to  the  exclusion  of 
wives'  own  perceived  threat  of  pregnancy  and  beliefs  regard- 
ing the  net  benefit  of  the  pill.  It  could  be  the  case  that 
when  the  benefits  of  using  the  pill  are  broadened  to  include 
possibly  many  dimensions,  the  interpersonal  relationship 
becomes  more  important  to  wives,  thus  leading  to  a reliance 
on  the  perceived  beliefs  of  the  husband.  Husbands,  on  the 
other  hand,  incorporate  both  the  perceived  beliefs  of  the 
spouse,  as  well  as  their  own  perceptions  of  the  threat  of 
pregnancy  and  beliefs  regarding  the  net  benefit  of  the  pill. 
Thus,  when  multiple  benefits  are  considered,  both  wives'  and 
husbands ' intentions  are  guided  by  their  perceptions  of  their 
spouse's  view  of  the  pill.  Although  wives'  intentions  are 
not  affected  by  their  own  perceived  threat  and  net  benefit, 
husbands ' intentions  are  affected  by  their  own  perceived 
threat  and  net  benefit.  These  results  suggest  that  wives' 
and  husbands'  decision  regarding  the  choice  of  the  pill  is 
guided  by  husbands'  value  and  expectancies  associated  with 
the  pill  when  multiple  benefits  are  considered. 

An  issue  pertinent  to  the  findings  obtained  for  per- 
ceived spousal  cue  concerns  the  appropriateness  of  concept- 
ualizing the  perceived  attitude  of  the  spouse  as  a cue  to 
action.  The  Health  Belief  Model  describes  a cue  as,  "a 
factor  that  serves  . 


. . as  a trigger  to  trip  off  appropriate 
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action  . . . such  events  may  be  internal  (e.g.,  perceptions 
of  bodily  states)  or  external  (e.g. , interpersonal  inter- 
actions, the  impact  of  media  or  communication,  knowledge 
that  someone  else  has  become  affected,  or  receiving  a post- 
card from  the  dentist"  (Rosenstock,  1966,  p.  101).  Al- 
though Rosenstock  includes  interpersonal  interactions  as  a 
type  of  cue,  it  appears  that  a cue  is  meant  to  represent  a 
transient,  situational  factor  that  has  a short-term  effect 
on  individuals'  likelihood  of  taking  action.  In  the  con- 
text of  contraceptive  decisionmaking,  an  example  of  the 
latter  might  be  a specific  discussion  among  a couple  regarding 
the  use  of  a contraceptive  at  the  time  of  intercourse.  It 
can  be  questioned,  however , whether  cues  of  a seemingly  trans- 
ient nature  do  in  fact  exert  only  short-lived  effects  on 
behavior.  A useful  distinction  among  cues  might  be  between 
those  factors  which  predispose  individuals  to  take  action, 
versus  those  which  precipitate  persons  into  action.  As  demon- 
strated in  research  conducted  on  the  utilization  of  health 
care  services,  people  often  delay  seeking  care,  even  when 
they  are  aware  of  unusual  somatic  sensations  and/or  when 
they  have  been  urged  by  others  to  seek  care  (Mechanic,  1978). 
Although  they  are  faced  with  perhaps  several  cues  to  action, 
people  may  need  to  cognitively  organize  and  integrate  the 
information  contained  in  these  cues  before  taking  action. 

Thus,  it  may  be  the  case  that  cues  predispose  individuals 
to  take  action  by  altering  perceptions  of  susceptibility, 
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seriousness,  and/or  the  benefits  of  taking  action.  It  ap- 
pears, then,  that  in  addition  to  having  a short-term  effect 
on  behavior,  cues  could  also  exert  a long-term  influence  on 
behavior. 

An  alternative  view  of  perceived  spousal  beliefs  is 
that  they  represent  an  influence  on  intentions  to  engage  in 
preventative  health  behavior  that  is  not  currently  accounted 
for  by  the  Health  Belief  Model.  This  form  of  influence  may 
represent  a perceived  subjective  norm  which,  when  combined 
with  individuals'  motivation  to  comply  with  a referent's 
desires,  influences  behavior  in  a direct  manner  (Fishbein  & 
Ajzen,  1975).  Alternatively,  rather  than  being  representa- 
tive of  a direct  form  of  influence  on  behavior,  perceived 
spousal  beliefs  may  represent  a subset  of  individuals'  own 
beliefs  about  the  behavior  in  question  (Miniard  & Cohen, 
1981;  Severy,  1982).  Thus,  a husband  might  engage  in  prev- 
entative health  behavior  not  only  because  he  values  the  out- 
comes associated  with  the  behavior,  but  also  because  he 
values  the  outcome  of  pleasing  his  spouse.  This  latter  view 
suggests  that  perceived  spousal  beliefs  could  be  included  in 
the  perceived  net  benefit  component  of  the  Health  Belief 
Model . 

The  Health  Belief  Model  suggests  that  social  influence 
factors  represent  a separate  form  of  influence  on  behavior. 
Currently,  there  is  debate  regarding  whether  the  perceived 
beliefs  of  significant  others  should  be  treated  as  a form  of 
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influence  on  behavior  that  is  distinct  from  individuals' 
own  attitude.  At  this  point  in  time,  there  is  evidence  to 
support  both  points  of  view. 

Model  III  tested  the  influence  of  perceptions  of  al- 
ternative methods  of  contraception  in  the  determination  of 
intentions  to  use  the  pill.  The  Health  Belief  Model  views 
the  choice  to  engage  in  preventative  health  behavior  as 
resulting  from  perceived  threat  and  a consideration  of  the 
barriers  and  benefits  involved  in  alternative  actions.  The 
behavior  chosen  from  among  these  alternatives  is  that  which 
has  the  highest  perceived  net  benefit,  all  else  being  equal. 
In  addition  to  the  inclusion  of  perceived  threat  and  net 
benefit  for  the  pill,  Model  III  included  the  perceived  net 
benefit  of  the  IUD  and  the  diaphragm  for  wives  and  husbands , 
respectively.  Tests  of  Model  III  indicated  that  neither  al- 
ternative had  a direct  effect  on  intentions  among  wives  and 
husbands.  Thus,  although  the  Health  Belief  Model  views  the 
decision  to  engage  in  preventative  health  behavior  as  a 
decision  among  alternatives,  support  for  this  assumption  was 
not  obtained  in  the  present  study. 

The  present  research  effort  reflects  the  first  attempt 
to  empirically  examine  the  impact  of  alternative  health 
actions  on  intentions  to  use  a specific  form  of  contraception. 
Previous  research  conducted  with  the  Health  Belief  Model  has 
examined  the  relationship  of  the  constructs  of  the  model  to  a 
behavior  of  interest  without  considering  the  role  of  altema- 
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tive  health  actions.  This  line  of  research  has  found  the 
model  to  be  useful  in  explaining  what  makes  people  more  or 
less  likely  to  engage  in  a specific  health  action.  Thus, 
it  may  be  the  case  that  the  model  is  a more  accurate  repre- 
sentation of  the  decision  to  perform  or  not  perform  a spe- 
cific behavior  than  it  is  of  the  decision  to  perform  a 
given  behavior  from  among  a set  of  alternatives.  This  may 
be  especially  true,  given  the  model's  present  low  level  of 
specificity  regarding  the  manner  in  which  perceptions  of 
threat  and  net  benefit  for  alternative  actions  are  combined. 

Examination  of  the  generalized  multiple  correlation 

coefficient  obtained  for  the  path-analytic  models  revealed 

that  the  percentage  of  explained  variance  in  intentions  to 

use  the  pill  was  lowest  for  Model  I and  highest  for  Model 

III  for  both  husbands  and  wives.  Model  I tested  the  Health 

Belief  Model  as  it  was  originally  formulated  by  Rosenstock 

(1966,  1974).  This  model  explained  16%  of  the  variance  in 

intentions  for  wives  and  26%  for  husbands.  Model  II  was  a 

revised  model  that  expanded  the  benefit  component  of  the 

o 

Health  Belief  Model.  The  values  obtained  for  Model  II 
were  .21  and  .40  for  wives  and  husbands,  respectively. 

Thus,  as  expected,  the  revised  model  explained  a greater 
percentage  of  differential  intentions  to  use  the  pill  among 
husbands  and  wives.  This  increase  was  especially  appreciable 
for  the  husband  data.  The  third  model  included  the  contra- 
ceptive alternative  of  IUD  for  wives  and  diaphragm  for  hus- 
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bands.  The  R values  were  increased  to  .28  for  wives  and 
m 

to  .41  for  husbands.  Thus,  a more  appreciable  gain  in 
variance  explained  was  obtained  for  the  wives ' data  for 
Model  III. 

The  multiple  correlation  coefficients  obtained  in  tests 
of  the  Health  Belief  Model  are  indicative  of  a low  level  of 
predictive  power.  Although  such  a level  of  predictive  power 
is  not  unusual  in  the  social  sciences,  it  is  not  nearly  as 
high  as  is  desirable.  The  Health  Belief  Model  states  that 
perceived  susceptibility,  severity,  and  net  benefit  are  nec- 
essary in  order  for  preventative  health  behavior  to  occur. 
Clearly,  with  60%  to  70%  of  the  variance  in  intentions  to 
use  the  pill  unaccounted,  the  models  as  specified  and  opera- 
tionalized in  the  present  research  effort  are  insufficient 
for  understanding  differential  intentions  to  use  the  pill. 
This  conclusion  does  not  mean,  however,  that  the  model  is 
of  no  utility  for  understanding  intentions.  The  model  as 
specified  could  represent  a subsystem  of  a larger  model  that 
includes  other  variables  which  have  a significant  impact  on 
the  contraceptive  decisionmaking  process.  Possible  factors 
which  may  impact  on  this  process  and  which  could  enhance  the 
explanatory  and  predictive  power  of  the  model  includes,  for 
example,  the  type  of  decisionmaking  style  employed  by  couples 
and  their  current  fertility  intentions. 

There  are  several  other  possible  explanations  for  the 
relatively  inadequate  performance  of  the  models.  One  concern 
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focuses  on  the  literacy  level  of  respondents  in  the  sample. 

The  mean  education  of  respondents  was  14.38,  a level  which 
indicates  that  on  the  average,  respondents  have  completed 
two  years  of  college.  It  is  possible,  however,  that  respond- 
ents' literacy  level  was  such  that  the  survey  instrument  was 
difficult  to  understand.  Failure  to  understand  the  items 
could  lead  to  responses  which  failed  to  represent  respondents' 
true  viewpoint,  thus  leading  to  inflated  error  variance. 
Several  efforts  were  made  to  minimize  the  possibility  of  this 
occurring.  First,  the  survey  instruments  were  pilot-tested 
on  a number  of  couples  and  were  subsequently  refined  on  the 
basis  of  their  comments.  Second,  an  almost  identical  instru- 
ment had  been  used  in  an  earlier  study  (Severy,  1982).  Dif- 
ficulties reported  by  respondents  to  this  earlier  instrument 
were  noted,  and  subsequent  revision  of  the  instrument  was 
again  undertaken  prior  to  the  beginning  of  the  study  upon 
which  this  research  effort  is  based.  Moreover,  at  the  time 
of  the  interview  in  the  present  research  effort,  it  was 
stressed  to  respondents  that  whenever  they  were  unclear 
about  the  meaning  of  a question,  they  should  ask  the  inter- 
viewer for  clarification.  Hence,  it  does  not  seem  likely 
that  respondents'  answers  were  influenced  by  the  literacy 
level  of  respondents. 

A more  likely  explanation  for  the  failure  of  the  models 
to  explain  a significant  percentage  of  variance  stems  from 
the  level  of  perceived  threat  evinced  by  the  sample.  As 


107 


noted  in  Chapter  III,  respondents  indicated  a relatively 
low  rate  of  perceived  susceptibility  to  an  unplanned 
pregnancy.  Furthermore,  they  viewed  an  unplanned  pregnancy 
as  only  a moderately  serious  event.  Thus,  respondents  in 
the  present  study  do  not  appear  to  have  perceived  an  unplan- 
ned pregnancy  as  a markedly  threatening  event.  This  raises 
the  issue  of  the  degree  to  which  an  unplanned  pregnancy 
among  persons  desiring  to_  control  their  family  size  approx- 
imates the  concept  of  "disease."  The  Health  Belief  Model 
is  an  avoidance-based  model;  that  is,  it  describes  behavior 
that  takes  place  in  order  to  avoid  disease.  Although  in 
general,  people  are  motivated  to  avoid  disease,  it  is  not 
necessarily  the  case  that  most  people  who  wish  to  control 
family  size  are  motivated  to  avoid  an  unplanned  pregnancy  in 
an  analogous  manner.  As  Pohlman  (1969)  has  suggested, 
parents- to-be  often  feel  ambivalent  about  pregnancy,  even 
when  the  pregnancy  is  a planned  event.  Although  in  the 
present  study  the  sample  was  comprised  of  couples  who  did  not 
plan  to  have  a child  in  the  next  year,  it  is  quite  possible 
that  many  couples  had  ambivalent  feelings  about  the  occur- 
rence of  a pregnancy.  Such  ambivalence  may  be  responsible 
for  the  relatively  low  degree  of  perceived  threat  evinced  by 
this  group.  In  addition,  the  average  parity  among  couples  in 
the  present  sample  was  2.1  children,  but  the  mean  ideal 
family  size  was  3.0.  Moreover,  46%  of  the  couples  reported 
that  they  planned  to  have  a (another)  child.  Thus,  it  is 
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possible  that  those  couples  with  positive  fertility  inten- 
tions would  view  the  occurrence  of  an  unplanned  pregnancy 
as  simply  a timing  error,  an  error  considerably  less  ser- 
ious than  the  occurrence  of  a pregnancy  when  no  more  child- 
ren are  desired. 

Thus,  it  may  be  the  case  that  the  Health  Belief  Model 
best  predicts  preventative  health  behavior  in  those  in- 
stances where  the  costs  associated  with  not  taking  preventa- 
tive action  are  rather  clear-cut.  As  Rosenstock  (Note  2)  has 
suggested,  it  may  be  the  case  that  perceived  susceptibility 
and/or  seriousness  must  be  above  some  threshold  in  order  for 
the  model  to  predict  preventative  health  behavior.  Within 
the  context  of  contraceptive  decisionmaking,  this  suggests 
that  the  utility  of  the  model  may  be  limited  to  predicting 
the  intentions  of  couples  who  are  very  concerned  about  pre- 
venting an  unplanned  pregnancy.  For  example,  the  model  may 
be  most  applicable  to  the  prediction  of  intentions  among 
career-oriented  persons  who  feel  that  having  a child  at  the 
present  time  would  be  detrimental  to  career  goals,  or  couples 
where  the  wife  has  been  medically  advised  to  avoid  becoming 
pregnant . 

A major  difficulty  of  the  Health  Belief  Model  as  cur- 
rently formulated  lies  in  its  lack  of  precision  regarding 
the  relationship  between  perceptions  of  susceptibility, 
seriousness,  net  benefit,  and  a cue  to  action.  In  its 
present  form,  the  Health  Belief  Model  states  that  both  the 
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perceived  threat  of  pregnancy  and  the  perceived  net  bene- 
fit of  preventative  health  action  are  necessary  in  order 
for  preventative  health  behavior  to  occur.  Perceived 
threat  is  further  viewed  as  the  combination  of  perceived 
susceptibility  to,  and  the  perceived  seriousness  of,  an 
unplanned  pregnancy.  At  a conceptual  level,  this  implies 
that  if  perceptions  of  either  susceptibility  or  severity 
are  lacking,  an  unplanned  pregnancy  will  not  be  perceived 
as  a threatening  event.  Similarly,  since  both  perceived 
threat  and  perceived  net  benefit  are  viewed  as  necessary 
for  preventative  health  behavior  to  occur,  this  implies  that 
if  perceptions  of  either  threat  or  net  benefit  are  lacking, 
preventative  behavior  will  not  occur.  The  presumed  relation- 
ships among  these  variables  seem  intuitively  appealing  and 
also  have  an  empirical  basis,  as  evidenced  by  the  findings 
of  Kegeles  (1963b)  and  Rogers  and  Mewborn  (1976).  However, 
there  are  numerous  difficulties  involved  in  operationalizing 
these  relationships  when  actually  utilizing  the  model. 

In  the  present  study,  perceived  threat  was  operation- 
alized as  the  product  of  perceived  susceptibility  and  per- 
ceived seriousness.  In  turn,  the  relationship  between 
perceived  threat  and  net  benefit  was  operationalized  as  a 
multiplicative  relationship.  Thus,  the  central  assumption 
of  the  model  was  tested  via  path  analysis  that  included  a 
single  term  which  represented  the  product  of  perceived 
susceptibility,  seriousness,  and  net  benefit.  Although  in 
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the  present  author's  judgement  this  product  represents  the 
most  appropriate  operationalization  of  the  model  as  it  has 
been  expressed  at  the  conceptual  level,  such  a representa- 
tion makes  it  very  difficult  to  meaningfully  interpret  the 
path-analytic  findings.  For  example,  the  perceived  threat 
and  net  benefit  component  was  found  to  have  a direct  impact 
on  intentions  to  use  the  pill.  To  what  component  of  the 
term,  or  to  what  combination  of  susceptibility,  seriousness, 
and  benefit,  can  this  effect  be  attributed?  Clearly,  one 
cannot  disentangle  the  effect  of  these  three  variables  on 
intentions,  nor  discover  the  relationship  among  the  three 
variables,  with  this  form  of  operationalization.  A potential 
ly  more  fruitful  way  to  examine  the  impact  of  these  variables 
on  preventative  health  behavior  is  to  conduct  regression 
analyses  which  employ  individual  terms  in  the  model  as  well 
as  two-  and  three-way  interactions  among  susceptibility,  ser- 
iousness, and  net  benefit.  Although  this  implies  an  additive 
rather  than  a multiplicative  relationship  among  the  variables 
such  an  analysis  could  be  useful  in  determining  the  relative 
contribution  of  these  variables  when  taken  singly  and  in 
combination  with  each  other.  Moreover,  it  may  actually  be 
the  case  that  an  additive  relationship  more  closely  approx- 
imates the  true  decisionmaking  process.  At  this  point  in 
time,  however,  the  issue  remains  unresolved. 

In  summary,  the  Health  Belief  Model  appears  to  have 
potential  utility  in  understanding  husbands'  and  wives'  in- 
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tentions  to  use  the  pill.  Some  of  the  more  interesting 
findings  revealed  by  tests  of  the  model  were  (1)  husbands 
and  wives  appear  to  focus  on  the  wives ' evaluation  of 
the  pill  when  only  the  benefit  of  contraceptive  efficacy 
is  involved;  (2)  husbands  and  wives  focus  on  the  husbands' 
perceived  net  benefit  of  the  pill  when  multiple  benefits 
are  considered;  and  (3)  perceived  spousal  cue  has  a dif- 
ferential impact  on  intentions  as  a function  of  gender. 

The  tests  of  the  model  conducted  by  the  present  research 
effort  indicated  that  at  the  present  time,  the  utility  of 
the  model  is  severely  hampered  by  the  lack  of  precision 
regarding  (1)  the  relationship  between  perceived  suscept- 
ibility, seriousness,  and  net  benefit  of  the  behavior  in 
question;  and  (2)  the  relationship  between  the  perceived 
net  benefit  of  the  criterion  behavior  and  relevant  alterna- 
tive behaviors.  Results  obtained  in  the  present  study  sug- 
gest that  the  model's  utility  in  the  arena  of  contraceptive 
decisionmaking  may  be  limited  to  populations  who  perceive 
the  occurrence  of  an  unwanted  pregnancy  as  a very  threaten- 
ing event.  Future  research  in  this  area  should  seek  to 
disentangle  the  effects  of  perceived  susceptibility,  serious 
ness,  and  perceived  net  benefit  on  contraceptive  decisions, 
as  well  as  expand  the  model  to  include  variables  which  repre 
sent  the  influence  of  the  marital  relationship  on  such  deci- 
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